
THE 


SURGICAL CLINICS 

OF 

NORTH AMERICA 


OCTOBER 1923 

VOLUME 3 — J\ UMBER 5 
MINNEAPOI IS— ST PAUI NUMBER 


PHILADELPHIA AVD LO'JDOH 

W B SAUNDERS COMPANY 


CO tw g j w "D co vt R u is is ra 

pnmuSHID BI MONTH! ( DC NOVB Z IS YE 1 W CNDEIS COMPANY WEST W TO JCTON 

sq sriA LnnA 
MAO IS O S A. 





CONTRIBUTORS TO THIS NUMBER 


FRED LYMAN \DAIR M D A P f f Ob t t d Gj I > U ty 

{ M t M d cat School Ch f f St ff d Se M M G 111 ptl 
Ch f f Ob t tn 1 S rv Swd hU ptl 

WALLACE!! COLE MDA ttPf fOthpdS ry Urn ty HI 

soU Mdal«ch I Att d tOlhped s g M sot St t Ho*p t 1 f 
I d( t C ppl d d D f m d Ch Id 

ALEXANDER R COLVIN M D A oc t P f IS try U Itj f M 
t M d cal Sch 1 S e t Ct> d C ty II p t 1 St P I M an t 

W \RREN A DENNIS MDA t P f IS to Ul ty f M t 
M d cal School \tt d g S g M 11 H p t 1 d M t St t II p t 1 r 

C ppl d d D f m d Ch Id 

ROBERT EMMETT FARR M D S g St M ty II ptl M pol 

EMIL S GEIST MDA t P f lOthpd S t i U ty f M t 

M d cal School O th ped S g St M o Swed h d N th t H j t Is, 

M p 1 

WILLIAM LERCHE M D A oc t P f IS gryll rstj fM t M d 1 
Sch 1 S geo t U ty d A k H p t l 

JOSEPH D LEW IS M D S g Ch I Dp tm t [Ej Ea N se d Tl rt 

M p 1 G I II p t 1 

JENNINGS CRAWTORD LITZENBERG M D P f Ch f D p tm t f Oh 

t tn d Gy 1 gj U er ty fM sot M d 1 Sch L 

HARRY P RITCHIE M D Associ t P f I S g ry U ty f M t M d 
1 Sch 1 S g t U atyH ptal M p h d St L k d r II II 
ptl St P l 

ARNOLD ‘tCHUW 7 ER M D S t St J pi H p tal St P 1 

GILBERT J THOMAS M DA ttPrf fUlgj tl M d 1 dGdt 

School Urn ty f M t 

ARCHAE WILCOX MDA t tP f so fS g y U ty fM taM d I 

S hool Sg l Ch { M p 1 G ral II p t 1 D A 




THE SURGICAL CLINICS 

OP 

NORTH AMERICA 

Volume 3 Number 5 


CONTRIBUTION B\ DR ROBERT EMMETT FARR 
St Mar\ s Hospital Minneapolis 


SOME HELPFUL SURGICAL ADJUNCTS AND METHODS 

While realizing fully that principles should not be lost sight 
of while one is engrossed in detail the fact is patent that the 
meeting of indications in surger> is nothing more than the 
proper correlation in carrying out an infinite number and \anety 
of details Thus such matters as the healing of wounds the 
cause and control of hemorrhage the prevention and treatment 
of sepsis drainage of the bladder under certam conditions and 
bo forth arc the underlying principles of which this article 
treats 

In this message I shall detail briefly a number of adjuncts 
which I have used in routine surgical work Most of them 
are of minor importance and some are onl> modifications of the 
methods of others The> are presented with the hope that 
other surgeons may find them an aid in carrying out the routine 
work which confronts us all An> appliance or method which 
m the slightest degree reduces the patient s discomfort or de 
creases his risk or which makes the surgeons task a whit less 
onerous is worth while 

Man> factors ha\e influenced the development of surgical 
detail In the pre anesthesia era it was necessary to sacrifice 
man\ essential -violate pnnaples^on account of the 

necessity f or sp|e$ f&egdevebnment of JesthS^etmTeth 
but did not entirely eliminate the ‘nkcfrssU$S$ft, nf 

carrvrm? nut cmfratvae TvrnrerlXi-el l>Tt\p tVn. 
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of sepsis focused the surgical mind upon its prevention when 
operating 

Ihus the surgeon of today is not confronted b\ the many 
difficult problems of his forefathers— many questions which 
quite full} occupied their minds are now soh ed at least to such 
an extent that they arc no longer the chief source of worry 
He has more time at his dispo al m w hich to improvise appliances 
and methods in addition to those which are now available and 
which are a great improvement over those of earlier days 
The follow mg is presented therefore with a view to offering 
for what they maj be worth a few minor aid to surgeons in 
applying well establi hed principles in doing their work 

THE APPLICATION OF RUBBER ETHER CEMENT TO SURGERY 
Sorisi and others have called attention to some of the uses 
to which rubber cement may be put with advantage A some 
what extended experience with this solution lead the wnter to 
the conclusion that some of its many advantages should from 
time to time be brought to the attention of the profession 
Rubber ether cement is made up in the following propor 
tions Use I part of rubber cement to from 4 to 5 parts 
of ether 

Uses — Son 1 states that this solution maj be used routinelj 
for sterilizing the skin and that when it is applied it is unneces 
sary to use towel or gauze to prevent the abdominal viscera 
from coming in contact with the former Our experience com 
cides with hi in this respect Murphy used a somewhat sim 
liar solution for the skin and hands many years ago and indeed 
at one period he contended that when it was used rubber gloves 
were unnecessary We have found three uses for the solution 
which are most gratifying 

The hr t and most important is its application to all skm 
surfaces which after operation are apt to be subjected to more 
or les constant mot ture The most important of the e are 
cases in which fistulous openings connected with the pancreatic 
or gastnc secretions are made The duodenum stomach 
jejunum or gall bladder or drainage of the pancreas itself furnish 
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the most disagreeable fistula on account of the great liabiht\ 
of shin digestion from the secretions which flow from the e 
organs About the face the oral ecretions maj produce the 
same effect though to a less degree Suprapubic cr>stobtom\ 
is another offender along this line as is am fistula connecting 
the shin with the unnan tract Colostoma call for the 'ame 
application 

The second condition to which I wish e pecialh to call 
attention is in cases of suppuration in which Dakin’s solution is 
being employed Here the me of the rubber cement solution 
is so much more simple clean and economical that we haa e 
discarded aaselin gauze entireh 

A third important function of the cement is as an adjunct 
to the application of rubber adhesive plaster to the skin — 
e peciall) when extension is to be applied as suggested also b-\ 
Sonsi He showed that b> usmg the rubber solution upon the 
skin before applying adhesiae stnps the cohesn e quality of the 
latter is increased mam fold 

Rubber cement maj be purchased at small cost di«sol\ ed m 
ether and kept in a glass bottle It ma\ be painted upon the 
skin b> means of a gauze pledget or an applicator Se\eral 
coats should be applied at a fitting and care should be taken to 
«ee that the surface is dr> and clean before the application is 
made It disappears within a few dav s and should be renewed 
whenever a further application is indicated 

THE SHOE HOOK ADHESIVE DRESSING 
I am indebted to Dr L L McArthur of Chicago for the 
combination of the shoe hook and adhesn e plaster as a means 
for bolding in place surgical dressings Since m\ attention was 
called to the method bj this most ingenious surgeon I ha\e 
used it routinela in mj practice substituting for the tapes u*ed 
b\ Dr Me \rthur ordmar\ rubber band (Fig> 49.3 494) 

The stamp emplo) ed for placing the hooks ma\ be obtained 
at am shoemakers supply house and at small cost 

The adhesive straps ma\ be cut in appropriate lengths and 
^izes and the hooks stamped into them after which thej ma\ be 
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used it is found ad\antageous to have them prepared in pairs 
with the adhesive sides opposing and these ma\ be separated 
as needed to applj the dressing The ends of the adhesne 
stnps mav be folded as illustrated in Fig 4Sb A and B 

The use of rubber bands insure* against shppmg of the 
dressing ev en in ambulator} case* and the elastic pressure 
furnished while not sufficient to be disagreeable is oftentimes 
de irable furthermore the elastic bands are most easilv obtamed 
and ha\e the additional attribute of cleanliness The use of 
the straps is of course not limited to the areas Jiown in the 
figure* but is practicable on am rounded surface as the thigh 
the kidnev region the thorax and the neck as in thvroidectoim 
laryngectoim or esophageal surger} 

THE AUTOMATIC WIRE SPRING RETRACTOR 

The wire spnng retractor has probabh been u<ed for age* 
The principle is an old one and no claim for pnontv accompanies 
this description of the instrument the modifications of which 
the writer has devi ed Mv main reasons for referring to it m 
more detail than I ha\e emplo>ed m former articles in which I 
ha\e recorded some of its advantages when u*ing local anesthesia 
are first m> belief founded upon per-onal experience that its 
advantages are not generallv appreciated and second the um 
versal interest shown b> all vrating surgeons upon seeing the 
instrument in use and their enthusiasm after u'ung it themselv es 

Its application 1 * so umversal and it mav be used for such 
a vanetv of purposes — «ome of which will be detailed below — 
that further description maj lead to a wider appreciation of 
its merits 

Varieties — The wire spnng retractor a* the wnter has 
modified it is av ailable mav anet} of sizes and shapes and each 
model maj be applied to a great vanet} of ina_ions The 
instrument i* also u eful in suppurating wounds as described 
below Figure 49o shows retractors Nos 12 3 and 4 The 
application of 1 2 and 3 is obvious No 1 is u ed in the ^mailer 
and more superficial incisions No 2 maj be used in all kin 
incisions and is of special efficiency in eparatmg the labti when 
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doing operation upon the perineum or in any \ agmal operation 
Placed at right angles to each other in the rectum they will 
effectual!} expose the mucosa They mi) be placed between 
the folds of the buttocks in adipose patients in order to improy e 
the exposure "No j maj be used m deeper wounds especially 
for separating the muscular and fascial layers No 4 may be 
used in bladder rectum \a«nna or abdomen Nos 5 6 and / 
(Fig 496) are designated for use in abdominal work 

Nos S and 6 it will be noted present a loop upon one side 
and a sharp point upon the other The point engages the muscle 
or aponeuro i while the loop which is short and curv ed in No 5 



engages the oppo ite wall including all layers and if placed 
diagonally m the midline peine incision it will retract down 
ward and outyvard No 6 differs from No 5 in that its loop is 
longer It pecial function is to retain the viscera in position 
in intraperitoneal yyork In the pelvi after di placing the m 
testines into the upper abdomen two of these are placed dis°on 
ally the sharp point engaging the muscle of the abdominal \yall 
beloyy and the long loop making elastic pressure in each lateral 
half of the abdomen In the upper abdomen the No 6 may be 
u ed to carry the colon stomach or duodenum out of the field 
No 5 will apply here al o and No 7 has the merits of both in 
that the abdominal wall is retracted by the short loop yyhile the 




SOME HELPFUL SURGICAL ADJUNCTS AND METHODS IlSl 


VI ccra are excluded from the field by the long one This in 
strument also has the advantage that the arms are longer and 
well out of the field 

Special Advantages —It has seemed to the writer that these 
retractors more nearly meet the demands of the patients best 
interests and more effectually perform the service demanded by 
the surgeon than does any other variety of self retiming re 
tractor They make a constant clastic pressure upon the tissues 
and cannot traumatize them B\ their use the incision is grad 



big 496 — Automatic \ ire sp mg retractors Nos 5 6 and * 

ually enlarged without tearing the structures Mo\ able viscera 
are pressed out of the field only as far as they will easily 
yield 

One of the most important points relates to the elimination 
of one assistant These retractors will perform the function of 
retraction more effectually than any assistant can possiblv do 
it and the\ are alw ay s on the job 

Another point relates to the small amount of space required 
for even a large number of them Thev ma\ be supenmpo ed 
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upon each other or introduced so as to make the incision circular 
if one so desires 

It is to be noted that the arms of these retractors are 
krinkled so that the> may be firmly held in the hand and yet 
thej present no nngs or other devices upon the sides which 
might entangle the ligatures 

The strength or pull of each instrument ma> be regulated 
at will b> the surgeon as it is quite dependent upon the spread 
of the arms 

We have used them a number of times in separatmg the 
opposing surfaces of suppurating wounds Thej are superior to 
gauze tubes or other drainage material for this purpose 

And finally they are comparatively inexpensive and will last 
mdefinitelv 

A WOUND CONTRACTOR 

Ihe wound contractor (Fig 497) has been devised for the 
purpose of furnishing the surgeon with a simple means of ap 
proxunating the opposite skin edges in the case of a great variety 
of wounds It maj be applied in the case of granulating areas 
m order to hasten the approach of the skm edges toward each 
other (Fig 497) also to mased wounds which have separated 
on account of suppuration or for other reasons It ma> be used 
in order to relieve tension upon sutured wounds when indicated 

The instrument has the following attributes It furnishes 
one an elastic force which is often desirable It allows the use 
of adhesive traction without m an> manner interfering with 
the wound surfaces It is inexpensive and stenlizable 

The illustration (Fig 49/) shows the application of the 
contractor The amount of traction applied maj be graduated 
to suit the individual case Its regulation is brought about in 
the following manner First the instrument is constructed in 
three different sizes of wire and therefore is of different degrees 
of strength second the spread of the instrument maj be 
varied to suit the indications — the wider the spread the more 
vigorous will be the pull If in an> instance it is necessarj to 
place the adhesive straps at a fixed distance from each other 



SOME HELP! UL SURGICAL ADJUNCTS AND METHODS 1 1 83 


the spread of the contractor ma> be increased or decreased at 
will b> forcibly modifying the width of its blades If a still 
greater pull is desired additional contractors may be applied 
The adhesive tapes ol an> width should be reinforced at 
the end which approximates the wound bj folding them over a 
small strip of wood A match or a portion of an applicator or 
tongue depressor will answer the purpose After placing the 
adhesiv e strips the contractor may be applied in such a manner 



Fig 497 — Wound contractor a dmg in approximat ng the skin edges 

as to equalize the pull upon the edges of the adhesive tape 
Wide areas maj require the application of two or more con 
tractors However the proper placing of the instrument wall 
through the agencj of the reinforcing stnps of wood distribute 
the force perfectlv regardless of the number used 

The contractor can be used with great satisfaction after 
hare lip operations and amputations of the breast where it is 
so frequentl) desirable to reliev e the tension upon the sutures 
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COSMETICS IN OPERATION FOR UMBILICAL HERNIA 
Other things being equal the complete fulfilment of sur D ical 
indications demands the retention or restoration of tissues or 
structures to a relation as nearly normal as possible following 
an) surgical operation While operations upon the exposed 
portions are relativ el) more exacting and make greater demands 
relativ el) speaking it is desirable from a cosmetic standpomt 
to cam out operations upon any surface of the bod) with an eye 
to the cosmetic result Women for instance are exceedingly 
thankful when the plastic resection of the breast is carried out 
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and a benign tumor is removed without leaving a disfiguring 
car The same maj be said of the results of the Pfannenstiehl 
incision The mental effect of disfiguring operations even 
though the\ occur on portions of the bod) that do not show is 
b) no means negligible and is not conbned to the female sex 
alone — m fact personal experience would lead me to believe 
that the male is more exacting than the female m thi regard 
We have for a number of >ears conserved the skin outlme 
of the umbilicus in carrying out the operation for the radical 
cure of certain types of umbilical hernia The operation is 
applicable to the less advanced types Obviously in cases in 
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which the configuration of the na\el has been entirely obliterated 
the cosmetic operation is not indicated so clearly (Fig 498) 

The operation is earned out as follows \ slightly curved 
transverse incision is made below the na\ el and the shin flap 
dissected upward (Tig 498) The indicated operation is then 
earned out and the na\el made to simulate its former appearance 
In some instances the umbilicus will if not excised quite 
naturally take on the appearance of the normal How e\ er a 
normal appearing na\ el may be constructed by drawing down an 
inverted tent of skin and attaching it to the aponeurosis The 
more simple forms of umbilical hernia maj be easily repaired 
through a single incision as when the umbilicus has been excised 
and we have found that all classes of patients express their 
appreciation of the cosmetic result obtained 

THE PREOPERATIVE VAGINAL PACK AS AN ADJUNCT TO 
ABDOMINAL PELVIC SURGERY 

The writer has made use of preliminary packing of the 
vaginal vault with sttnle gauie as an adjunct to abdominal 
pelvic operations as a routine measure Its use has been made 
to serve two purposes First the elevation of the uterus and 
second as an aid in placing v aginal pelvic drainage 

1 Elevation of the Uterus — The performance of abdommal 
operations under local anesthesia suggested the use of the vaginal 
pack as a preliminary in simple cases of retroversion It is 
well known that the dislodgment of the retroverted uterus and 
its elevation to a proper position may in some instances cause a 
patient more or less distress during an operation under local 
anesthesia In an effort to avoid this unpleasant step m the 
operation a careful preliminary picking of the vaginal vault 
with sterile gauze with the patient in the knee chest position was 
tried The result in a majontv of cases v\ as found to be that the 
uterus was m a favorable position when the abdomen was 
opened thus reducing the amount of intrapentoneal anesthesia 
necessary as well as the amount of discomfort to the patient 
thereby facilitating the carrying out of the intrapentoneal 
procedure 

' OL. 3— a 
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The method however presents advantages of almost equal 
importance when general anesthesia is used In case the estab 
hshment of vaginal drainage may be anticipated the vagina 
should be thorough!) cleansed and the posterior vault snugly 
packed with stenle gauze (Iig 499 Al The preliminary 
vagmal pad should be firmly attached to a strong piece of cord 
or tape of sufficient length to retch a point well bevond the pt 
tient s feet Thus an attendant m the operating room may 
without interfering with the aseptic technic withdraw the gau/e 
from the \ agrnt b) making traction upon the tape At the 
completion of the ablommal operation or when the appropriate 
time for the introduction of the vaginal drain has armed the 
gauze which will present through the vagmal pclvt incision 
mav be transfixed b> a needle carrying a strong ligature (Fi 0 
499 B) which has been earned through th distal or vagmal 
end of the propo ed dram After secure!) tying the ligature 
thus uniting the drain to the vagmal gauze (Fig 500 Cl the 
litter is slowly withdrawn from the vagina b> means of the tape 
thus carry m the vaginal dnm into place vFig 500 D! This 
method has the advantage over the time honored plan of having 
the as istant di commode the stenle drapes while he bhndlv 
introduces an instrument inti the vagina dunng the operation 
for the purpose of gra ping the drain and draw mg it into place 

\ SIMPLE METHOD OF ANCHOR TNG THE IN LYING CATHETER 
IN THE MALE 

The illustration (Fi to 01 \) will how the application of the 
method ‘silkworm gut is the most appropnate material to u e 
The catheter ma> b lightly transtixcd by the ligature or the 
latter may be tied snugly around the catheter at the proper 
punt I he ligature is then brought closely around the penis 
just proum il to the corona glandis This methid is simpl is 
non irritating to the patient does not interfere with the proper 
cleansing of the parts and allows but slight variation in the 
position of the catheter In case priapism is to be anticipated 
one may use a close fitting rubber band to encircl the perns 
{Fig 501 B) 
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Fig SOI — Simple method of anchoring the in lying catheter A Silkworm 
gut B Rubber band 

AIR DILATATION OF THE BLADDER IN SUPRAPUBIC CYSTOSTOMY 
It the custom I behe\e with most surgeons to use fluid 
distention of the bladder as a preliminary to making a supra 
pubic incision into this organ Jhe viscus is more easily identi 
fled when distended This method has a disagreeable sequel 
the spill which comes when the bladder is finally opened 
unless one uses the utmost care by means of suction or sponging 
in an effort to preient it When employing local anesthesia 
the conscious patient maj be much disturbed and made aery 
uncomfortable by this imd\ertancc 

We ha\e for man\ years employed air dilatation of the 
bladder as a prehminar} adjunct to opening this organ Ob 
\iousl} the method cannot be used in case the urethral catheter 
cannot be inserted The technic is most simple and is as follows 
After passing the catheter the bladder is thoroughly irrigated 
and then completely emptied A stenie towel is placed across 
the thighs beneath the penis The catheter is anchored to this 
towel by means of a towel clip An extension tube is then 
attached to the catheter and earned down betw een the patient s 
legs to the foot of the table at which point a pressure bulb is 
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connected and allotted to hang sufficiently low so that the drapes 
may not subsequently interfere with a view of it (Fig 502) 

(If a suprapubic cystostomy only is to be made the draping 
may be carried out in the usual fashion and the operation may 
proceed If however suprapubic prostatectomy is to be done 
at the same time the special method of draping de cnbed above 
is to be recommended (Fig 50 7 Insert) 



After separation of the recti and pj-ramidalis muscles an 
attendant may dilate the bladder with air to any desired degree 
by means of the pressure bulb thus visualizing the bladder 
fundus and upon opening the bladder the air will escape and 
the spill will be avoided Incidenth provided suction is not 
available the bladder mucosa will not be subjected to the 
traumatizing influence incident to the evacuation of this viscus 
by means of constant sponging 
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POSTOPERATIVE HEMORRHAGE FOLLOWING SUPRAPUBIC 
PROSTATECTOMY 

It has been the w nter s misfortune to ha\ e had 3 cases of 
postoperative hemorrhage following the performance of supra 
pubic prostatectomy As his experience has not been extensive 
in the performance of this operation being perhaps about equal 
to that of the average general surgeon the number of postopera 
tive hemorrhages here recorded brings the percentage too high 
for comfort to say the least and while 2 of these patients 
recovered 1 died several days later from a septic pulmonary 
infarct the etiology of which was probably directly associated 
with the hemorrhage in the relation of cause and effect Even 
in the cases that recovered blood transfusions were required and 
the secondary manipulations demanded by the emergency were 
most disconcerting to the surgeon as well as a source of great 
discomfort and anguish to the patient 

In each of these cases the prostatic bed had been packed 
with two three or four tapes of gauze the ends of which had 
been allowed to extend through the suprapubic openmg The 
length of time after operation before the packs were removed 
differed in each case The first hemorrhage occurred following 
the remov al of packs forty eight hours after the operation 
Following this accident it became our custom to allow the packs 
to remain sev enty tw o hours Our second hemorrhage resulted 
from their removal at the end of the third day and this man who 
was comparatively young and in splendid condition died one 
week later as the result of a septic pneumonia of embolic origin 
the autopsy showing the prostatic veins to be the seat of septic 
thrombosis Following this it became our practice to allow the 
packs to remain ninety six hours and yet following this technic 
we experienced still another of these accidents In each instance 
the following procedure was earned out in controlling tne 
hemorrhage 

Method of Controlling Secondary Hemorrhage — The supra 
pubic incision is partially opened and a long malleable sound is 
passed per urethrum and its point brought out through the 
suprapubic incision In some instances it may be necessary to 



ng 


ROBERT EMMETT FARR 


introduce a finger into the bladder in order to guide the tip of 
the sound to the surface A strong fish cord is attached to the 
tip of the sound which is then withdrawn from the urethra 
The suprapubic end of the cord is then threaded upon a sharp 
needle and bj this means it is earned to and fro through a piece 
of gauze tape about 2 inches in width the needle piercm n the 
gauze at about 2 inch interval After the needle has passed 
through the gauze ten or twelve tunes the cord is securelj 
anchored to the gauze at the suprapubic end While traction 
is being made upon the urethral end of the stnng the end of the 
tape which was first traversed bj the needle is gentlj guided 
through the suprapubic incision into the bladder In this 
manner compression ma\ be made upon the bleeding ve sels 
Following this we ha\e anchored to the end of the urethral 
stnng a fine elastic band which in turn is attached to the foot 
of the bed for the purpo e of making continuous elastic pressure 
upon the pack In each instance the method has prov ed both 
simple and cffectn e 

While appreciating the fact that the rtibber bag mav offer 
a more efficient means of controlling hemorrhage it so happened 
that no bag was available at the moment it was needed The 
verj fact that these accidents occur at comparativ el> long 
intervals makes it likel> that such an apparatus as the rubber 
bag will be found to have deteriorated should there have been 
one on hand 

The simplicity with which packs of this variety — the plaited 
gauze pack — can be removed b} the gradual method has led 
the writer to suggest a modification and the dev elopment of its 
use The plaited gauze pack is not new and no originality is 
claimed for the method However its simplicity the fact that 
it component parts are alwa>s at hand and its efficiencj in 
action would seem to make its use worth \ of more common 
application 

Like others we have found that the presence of an unpro 
tected cord in the urethra is undesirable Thus in the Urologic 
and Cutaneou Peview 191/ I recommended the use of the 
plaited gauze pack following suprapubic pro tatectomv the 
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gauze in this case being transfixed bj a stout cord and carried 
through a rubber tube -which protected the urethra In no 
case in which this method of packing was u«ed ha\e we had 
postoperatn e hemorrhage as a complication W e hav e there 
fore reverted to the u e of the plaited gauze pack substituting 
for the cord a rubber urethral catheter 

The Gauze Catheter Pack (Fig oOa) — The manner of 
applying this method lb shown in the illustrations In preparing 
for the operation it is well to so drape the patient that after the 
prostate has been removed one mav have access to the external 
end of the urethral catheter without greatlv disturbing the 
stenk drapes For this reason the perns with its indwelling 
catheter is placed between two stenle towels (Fig 50a A and 
Fig o02) As soon as the prostate has been removed and the 
bleeding points ligated the urethral catheter (e) ib ad\anced 
into the bladder and grasped b\ a hemostat and brought into 
the suprapubic opening a clamp having been previoush placed 
upon its other end Another catheter (/) of appropriate size 1 
now passed to and fro through a 2 inch gauze tape In order 
to facilitate thib maneuver a sharp pur of arterj forceps is u ed 
as a guide perforating the tape as the latter is placed upon it 
(Fig 503 B) B\ thib means the catheter (f) ma-\ be quicklv 
drawn through the perforations made b\ the forceps The 
round or bladder end of catheter (j) should now be transfixed 
b) a sharp needle and silk and the gauze tape secureh anchored 
to it at a point 1 inch from itb end (Fig oOo B and C) The 
other or external end of catheter (f) i 5 now sutured to the 
bladder end of catheter (e) It will be readilv ^een that the 
withdrawal of catheter (c) will bnng catheter (/) into the urethra 
and as traction is made upon it (Fig a03 C) the plaited gauze 
will be forced snugh into the pro tatic bed From the inner 
end of thib folded gauze the eve of the catheter wall pre ent 
It is thus in most excellent position to afford drainage of the 
bladder and tendon upon the outer end cannot fail to control 
hemorrhage (Fig a03 D) 

Removal of the Pack — For the purpose of removing the 
pack tnction mav be made upon the suture which has been 
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left long and allowed to extend through the suprapubic opening 
(Fig a03 g) Before attempting its removal a string maj be 
anchored to the external or penile end of the catheter (Fig 
o03 Ji) One ma> now by making traction upon the supra 
pubic string gradually withdraw the prostatic pad A number 
of da>s may be utilised in carrying out this maneuver if desired 
and one may have the satisfaction of knowing that he is in 
absolute control of the situation at all times The slightest 
evidence of hemorrhage may be met by making traction upon the 
penile end of the catheter or string As a rule the gauze seems 
to glide more freel} along the catheter than along the string to 
which it sometimes becomes agglutinated thus preventing the 
unfolding of the gauze plaits 

The catheter should be perforated at a number of points so 
that the drainage may not be interfered with when it is partially 
withdrawn (2/) 

An especially desirable pack may be made b} covering the 
gauze — an elongated diamond shaped piece — with rubber dam 
constructing what would amount to a wide flat Penrose dram 
which when inserted would give a spmdle shaped pack 

ASEPTIC EMPTYING OF THE DISTENDED BOWEL RUBBER 
TOWEL METHOD 

In treating cases of acute intestinal obstruction one is often 
confronted with the necessity for emptying the distended bow el 
bj means of an enterostom} In some cases it maj be impossible 
to sufficiently empty the bowel through one opening alone and 
in certain instances the indications can onl> be met b} opening 
the bowel at repeated levels in order to free this viscus from the 
toxic material which has accumulated within it — material which 
if allow ed to remain ma> and frequently does act as a deciding 
factor m the progress of thib extremel} dangerous condition 

The opening of the bowel alw ay s carries with it the possi 
bihty of tesulung peritoneal sepsis The following method has 
been devised m an effort to meet the indications It pos esses 
the merit of simpliatv offers the surgeon the opportunity of 
effiacntlv emptying the bowel ind in addition safeguards the 
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patient from the septic contamination of the peritoneal cavity 
to the fullest extent possible 

The onlj equipment necessarj in addition to that which is 
alw aj s at hand for operations of this nature 1 tw 0 or three sheets 
of sterile rubber dam of the approximate size of the axerage 
laparotomj towel 

The rubber towel method of miking temporary drainage 
of the mtestme is as follows After isolating and carefullx pro 
tectmg the distended loop of gut bj means of w arm salt pads 
a purse stnng suture is introduced at a point opposite the 
mesenteric border The ends of the suture which should be of 
equal length are grasped in a pair of forceps while the mid 
point of the suture is secured in the same maimer (Fig 504 A) 
Bj this means the mtestme 1 controlled dunng the rest of the 
manipulation The table ma> now be tilted and the loop of 
gut displaced laterall) so that the area through whcih the suture 
has been passed is made to assume a dependent position A 
rubber towel through which a short slit ahs been made 1 now 
placed between the surgeon and the protruding intestine and its 
lower edge allowed to hang well down oxer the corresponding 
side of the patient s abdomen (Fm 504 B) The assistant now 
feed the ligature through the slit in the towel to the surgeon 
who in turn secures it b> means of two pairs of forceps In this 
manner the loop of gut is dehxered through the silt in the towel 
which in turn is draw n snuglj oxer the bow el for a short distance 
The assi tant with his hands beneath the tow el maj control and 
manipulate th« bowel after the latter has been opened (Fig 
504 B) Working on the other side of the towel the surgeon 
max then puncture the gut betxxeen the two limbs of the suture 
which most effectix el\ retains the bow el in a dependent position 
as its contents are allowed to escape and flow down oxer the 
towel into a basin (Fig 504 B) A tube maj be introduced and 
suction applied if de ired Hoxxexer x\e haxe found the most 
effectix e means of emptying the boxxel is to haxe the as istant 
go through the milking proce s When the bowel 1 tbor 
oughlx emptied the projecting knuckle maj be quite completelj 
cleansed bj means of irrigation with hot normal saline solution 



Fig 5M — Aseptic method of emptj ng d stended bowel rubber towel 
method A Method of plac ng suture tn bovel B Bowel projecting 
through slit in rubber towel Bowl open Note ass stant milking con 
tents of bowel through entcro tom} opening 

as the latter is discarded This process m-ij be repeated as 
often as desired thus etacuatwg the intestine o! its toxic con 
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tents at \anous levels a fresh rubber towel being used each 
time 

TEMPORARY SCREW FIXATION IN THE OPEN TREATMENT OF 
FRACTURES 

Man} ingenious devices and methods have been conceived 
for the unmobolization of the fractured bone fragments after 
reduction b} open operation has been accomplished In the 
case of dela> ed or non union the bone graft inlay has no equal 
The writer however has reference in this communication to 
the recent types of fracture — those m which some variety of 
fixation apparatus is indicated followed by closure of the wound 

Experience with the Lambotti and Farhhill methods led the 
wnter to the conclusion that actual fixation of the internal type 
need not remain in place for a long penod of tune Within a 
few day s there is as a rule formed about the fragments a pabulum 
of putty like consistency which is sufficiently cohesive to prevent 
the broken ends from moving at least in a lateral direction 
Angulation and shortening can be controlled quite effectively 
in the average case by external means As a matter of fact 
once the tissues have set or become organized and the swelling 
has disappeared most fractures give little trouble to the surgeon 
provided a satisfactory reduction his been maintained up to 
that time 

Those considerations make it seem logical that some form of 
efficient internal fixation which could be removed comparatively 
early after the operation would be desirable Success with the 
various methods m which the skin was pierced with pieces of 
metal encouraged us m the use of the plan outlined below 

The fracture having been exposed preferably by a curved 
incision and reduced skm punctures are made at appropriate 
points and the fragments which are held firmk in the corrected 
position are drilled for the mtroduction of the screw s (Fig 505) 
Each screw is introduced immediately after the withdrawal of 
the drill and as many are used as seems desirable The greatest 
rmditv is obtained bv staggering the screw —that is directing 
them in different planes (Fig 50o A B and C) The screw holes 
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Fig 505 — Temporar> screw fixation of fractures A Fragm nts reduced and 
drilled B Screws in place wound closed C Sectional view 

should be of slightl> smaller diameter than the screws and the 
screws should be of sufficient length so that their heads will 
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project through the shin is hen in position It is most desirable 
that the screw s be mtrodu ed through the flap or at a distance 
from the incision (Fig B and C) 



The most com enient method oi securing screws of sufficiently 
smalt diameter and yet of the requisite length is to purchase 
ordinary stoie bolts and ha\t the ends sharpened so that they 
mav < a it\ engage in the dnlt hole 

After closing the round the limb may be immobilized by 
any method one ina\ choo e We ha\e u ed plaster of Pans 
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routinely A copious dressing co\ers the projecting screw heads 
and as a matter of routme a window remains in the cast through 
which the> ma> project 

The time for the removal of the screws has not been definitely 
established and indeed it is not an eas> matter to ascertam It 
is perfectly obvious that the sooner foreign bodies such as these 
are removed the better We are removing them much earlier 
than we formerl) did — one upon the eighth da) with perfect 
satisfaction 

Our practice is to remove the original cast after all the 
swelling has subsided availing ourselves of the offices of the 
screw fixation the while and appl) a circular clo^e fitting cast 
in its place In some instances the cast has been applied without 
an) padding whatever upon the vaselmed shin 

The screws are allowed to project through a fenestrum in 
this cast as in the original one and maj be removed when the 
surgeon s judgment dictates (Tig 0O6) It is belief that 
after the second cast is applied the screws ma) be removed in 
an) case in which there is but slight tendenc) for the fragments 
to become displaced 
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CARCINOMA OF THE HYPOPHARYNX AND UPPER END 
OF THE ESOPHAGUS 

Female Aged Forty four Years Dysphagia Excision of 
Growth Patient Living and Well Four Years After Opera 
tion 

Follow ing a cold in 1907 the patient had difficult) in swallow 
ing solid food for a penod of five years At the end of that 
penod she states the introduction of an esophageal bougie had 
given her complete relief and during the six years following 
deglutition v\ as normal In October 1918 she had an attach of 
influenza follow ed by dysphagia The bougie treatment was 
tried without effect 

When the patient was referred to me in the latter part of 
March 1919 she could not take solid food and at times cold 
liquids w ould be regurgitated while hot liquids could be taken 
without difficulty She noticed pain in her throat radiating to 
the region back of the nght ear and a scratchy feelmg in the 
throat irrespective of swallow mg She had lost 12 pounds in 
weight There were no svmptoms referable to the larynx 

A general physical examination was negative On esophago 
scopic examination a growth was found on the anterior wall of 
the hypopharynx. extending a short distance mto the esophagus 
A specimen of the grow th was removed for examination and the 
pathologic report of Dr E T Bell of the University of him 
nesota showed it to be carcinoma (Tig 507) The larynx was 
found normal There was no palpable enlargement of the cer 
vacal lymph nodes The patient was advised operation and she 
came for a preliminary gastrostomy on April 29 1919 A week 
later the operation for the remov al of the grow th w as performed 

: 03 
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In \ lew of the fact that the postcncoid carcinomata ometimes 
are superficial and do not invade the submucous ti ue until 
late I planned to re ect the upper end of the esophagus and 
excise the growth in the hypopharynx Ii the growth should 
prove to have penetrated deeply I intended to resect the 
larynx the hypopharynx and the upper end of the esophagus 
To this end a long and broad flap was cut with its ba e to the 
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right of the midlme to be utihzed for the plastic repair of the 
e=ophams and hypopharvnx ox mculentallv to cover alter the 
resection of the Uavnx hypopharvnx and the e ophagus if 
such operation should be necessarv 

After having exposed the esophagus on the left side the 
growth was readily felt through the anterior esophageal wall 
which was cut through well below the grow th The incision was 
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continued upward cutting the lower fibers of the inferior con 
stnctor muscle With retractors, in place a good view of the 
hypopharvnv was obtained (Fig 508) The incision was con 
tinued around the growth at safe distance from it and it was 



found that the mucosa upon which the growth w is situated 
could be peeled off as readih as the normal The growth had 
eudenth not extended beiond the mucosa neither in the hvpo 
phar\n\ nor in the esophagus This discox er> determined the 
sub equcnt steps in the operation Instead of resecting the 
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esophagus and bringing in the flap a large rubber catheter (No 32 
French) was introduced far into the esophagus through the left 
nasal fossa The incision in the esophagus and the hypopharynx 
was closed with a fen interrupted sutures leaving the large 
denuded area from where the growth was removed without 
any mucosal cover The shin flap was partly sew ed in its original 
place and the wound packed with iodoform gauze 

The patient made a good recovery The large catheter 
through the nose into the esophagus was left tn situ for two 
months After its removal esophageal bougies increasing in 
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size to No 42 French were introduced at first twice a week 
later at longer intervals Esophagoscopic examination was made 
from time to tune during the first year after the operation and 
as epithehzation took place it had quite a normal appearance 
The patient is in very good health four v cars after the opera 
tion and has had no trouble whatever m swallowing any kind 
of food She has regained her weight 

I would not make a preliminary gastrostomy m an operation 
of this tvpe again because the feeding i w ell taken care of by 
the tube left m the esophagus 
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The growth (I ig a09) was flat and of oval shape about 4 5 
cm long 2 5 cm wade and a nun thick It covered the anterior 
wall of the hypopharynx from a point about 7 a mm from the 
upper border of the cricoid extending for more than 1 cm on 
the anterior wall of the esophagus (Fig alO) 



Fig 510 — Showing the position of the growth on the anterior wall of the 
hypopharynx and the esophagus A 

A number of cases of carcinoma of the hjpopharynx have 
come under m> observation but nearly all of them in such an 
ad\ -meed stage as to be inoperable A lost of the cases had been 
treated for some time bj local applications for a supposed 
catarrh of the pharvnx One ca e had received such treatment 
for several months one vear before I saw the patient On the 
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other hand a case may present itself for the first time to the 
physician with a tar ad\anced growth that has given n e to 
comparatively little disturbance 

As mentioned above carcinoma of the hypophary nx is some 
times of slow growth and maj remain superficial for a consider 
able length of time In nearlv all cases dy sphagia occurs early 
however and if the patient complains of even slight di turbance 
of deglutition direct inspection of the hvpophdtvnx and 
esophagus should be made immediately If this was insisted 
upon and earned out early I believe that we w ould hnd a larger 
number of these cases m the operable stage The esophagoscope 
is the instrument through which definite mforimtic n can be gained 
in these cases The extent of the growth downward should 
be determined when possible and a specimen removed for 
microscopic examination The use of the x ravs for diagnosi 
m this particular locality is of verv little avail and the esophageal 
sound should not be used 

It is of interest to note that carcinoma of the hvpopharvnx 
is so much more frequent in women than m men Of 141 cases 
collected from recent literature 122 cases occured in women 
and 19 m men 

The reverse is the case with carcinoma oi the esophagus 
Some vears ago I collected several thousand cases of carcinoma 
ot the esophagus for statistical purposes 1 An analysl of thi 
material of hmcal and postmortem cases show ed that carcinoma 
of the esophagus occurred four time more frequently in men 
than in women 

The que tion why carcinoma of the hypopharynx occurs so 
much more frequently in w omen than in men remains a problemati 
one There is one factor however that may have bearing on 
thi question and on that of the etiologv I hav e had a number 
of cases of superficial ulcers of t! e hypophary nx and the upper 
end of the esophagus in women but have not een them m men 
I have also had several cases of membranou stricture in the 
hypophary nx and upper end of the e opha<ms exclusi eh in 
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women In some of the latter cases were seen a superficial 
ulceration at the stricture in the process of healing These 
membranous strictures are probable brought about in the healing 
process of the superficial ulcers 

In the historv of the case under di_cussion in this report 
there is a period of fixe years of difficulty in swallowing solid 
food several \ears pnor to the onset of the carcinoma This 
dysphagia was promptly relie>ed by the introduction of a bougie 
I do not know of a pathologic condition in the esophagus that 
could be corrected by one treatment with the bougie except 
these thin membranous strictures 

I haxe had exeral cases with such precancerous histones of 
dxsphagia of man} years duration and I should like to mention 
one because of her age 

A \oung woman thirty two \ears of age had difficulty in 
swallowing solid food for eight years Then without an) ap 
parent cause the swallowing impro\ed markedly and it re 
mained better for four months yy hen it agam grew w orse When 
she was referred to me tyyo months later she could not swallow 
any thu^ and she w as fed by rectum 

Upon examination carcinoma of the hvpopharynx and e oph 
agus involving the larvnx yy as found Mx interpretation of this 
case 1 that during the eight xears of dxsphagia she probablx 
had a membranous stricture brought about b) the healing of a 
superficial ulcer of the hypopharvnx At the site of the ulcer 
the carcinoma dex eloped probabl) destroying the membranous 
stricture and thus giving the patient temporary relief in swallow 
mg As her dysphagia began at the age of twenty four years it 
is likely that the original les on producing the stricture had 
commenced a considerable length of time before that probably 
tv\o or more years 

I belie v e that these superficial ulcers quite frequent in women 
but rarely seen in men may be an important factor in the etiology 
of carcinoma of the hypopharvnx and may also explain the 
frequency with which such growths occur m females as com 
pared with males 




LARGE CHRONIC ULCER OF THE ESOPHAGUS WITH 
STRICTURE AT THE SITE OF THE ULCER 

Male, Aged Fifty five Years Dysphagia for Twenty Years 
Deep seated Pam in Chest Radiating to the Back Stricture at 
the Site of the Ulcer Dilatation of Stricture and Treatment of 
Ulcer Through the Esophagoscope 

C J R aged fifty fi\e >ears Scarlatina at the a B e of 
twelve jears Gonorrhea Twenty years ago he first noticed 
difficulty in swallowing while eatmg baked beans The beans 
stuck in the lower part of the gullet until the) finall) were re 
gurgitated At first such attacks occurred e\er> two or three 
months graduall) increasing m frequencv During the last 
twehe >ears the d>sphagia has been contmuous and he has 
received treatment for stncture in a number of hospitals and 
clinics m the East and Middle West At no time had esophag 
Obcop) been made At the prebent time he can onl> take soft 
food and liquids At times he cannot drink cold water Hot 
liquids are readil) sw allowed He frequentl) regurgitates both 
soft food and liquids and for that reason avoids eating m public 
places He has been greatlv troubled with deep seated pam m 
the chest radiatmg to the back Ph)sical examination revealed 
nothing of importance Wassermann was negative 

Upon the introduction of an esophageal sound obstruction 
vv\s met with at 3 A cm from the inasor teeth 

On esophagoscopic examination the organ abov e the stncture 
was found dilated and contained a considerable quantity of 
thick mucus At the junction of the middle and low er thirds the 
entrance to the stncture came into view and was found lined 
with a thick dirty white membrane The upper edge of this 
membrane was detached here and there and underneath it 
could be seen a raw surface (Fig all) After the removal of 
the membrane it was ob erved that a large ulcerated area 
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co\ered with bleeding granulations encircled the entire inner 
•wall of the esophagus for a di tance of o to 4 cm (Fig op) 
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On fluoroscopic examination it na een that e\en a thin 
hanum mixture lin 0 ered for _ con iderablc length of time abo\e 



-p P — a No mal p th l m f th soj h g b 1 t d ft 
th m val f th m mb 

-the con tnction The pre ence of quite a large dilatation was 
■demonstrated abote the stricture (Figs, a 13 a 14) 
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The thick membrane covering the ulcer added greatl} to 
the narrowing o! the lumen of the stricture 

The etiology of this type of ulcer is somewhat obscure In 
2 cases similar to the one under consideration here that have 
come under m> observation the onset was preceded by sup 
puration elsewhere in the bod} In one case empyema of the 
antrum of Highmore preceded the affection of the esophagus 
and in the other suppurative thrombophlebitis of the leg In 



Fif, 513 — Rad ographic side view of the esophagus showing stricture at A 

the htter case there was a histor> of having gulped up pus and 
blood on two occasions in the earlv stage of the djsphagia It 
is entirel} possible therefore that abscess in the mucosa of the 
esophagus with destruction of the epithelial cover maj be the 
origin of the ulcer 

Treatment — The stricture was first dilated to No 46 French 
m order to get a clear view of the extent of the ulceration In 
the same sitting the esophagoscope was introduced and after 
having removed the remnants of the membrane the ulcer was 
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treated by the application of nitrate of silver m 20 per cent 
solution At times I use strong tmcture of 10 dm The treatment 
is repeated once or twice a week 

In other cases like this that I have treated epithehzation 
has taken place and I expect equally good results m this case 
The patient now can eat anv kind of food w ithout difficulty 



F g 514 — Rad g ph I nt v i I th ph g w th th k b n ro 
m xt Stn t t A 

If epithelization should not take place the stncture would 
soon contract again and the patient would have to use a bougie 
twice a week for the re t of hi life m order to be able to get his 
food down with an> degree of comfort If the bougie treatment 
is properl} earned out over a long penod of time after epithe 
Iization has taken place a permanent cure may be expected 
However in all cases of stncture of the esophagus after the 
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regular course of treatment has ceased the organ should oc 
casionally be examined through the esophago cope, and a full 
sized bougie introduced By properly carried ou bougie treat 
ment I mean that a full sized bougie tea c>lmdnc flexible 
instrument and not an olive shaped, is introduced through the 
stncture and left tn situ as long as the patient can stand it, 
that is ten fifteen or twenty minutes In other words a stricture 
of the esophagus should be treated on the same surgical principles 
as a stncture of the urethra 




MULTIPLE STRICTURES OF THE ESOPHAGUS AND HOUR- 
GLASS STOMACH FOLLOWING LYE POISONING 


Male Aged Fifty Years Swallowed Lye by Accident at the 
Age of Forty eight Years Four Strictures of the Esophagus, 
Treated by Multiple Incisions Through the Esophagoscope Fol- 
lowed by Dilatation Well For Fourteen Years in Spite of 
Neglect of After treatment, Then Recurrence of Strictures of 
the Esophagus and, in Addition, a Stricture of the Stomach 

H C G aged fifty >ears came to me in 1908 w ith the history 
that he two years previously by mistake had taken a swallow of 
a strong solution of lye He had had a hearty meal immediately 
preceding the accident and vomited promptly after drinking 
the lye solution He thereupon took a wineglassful of vinegar 
by the order of his phy sician About two weeks later the patient 
noticed difficulty in swallowing solid food and he regurgitated 
food and thick mucus For the two years follow mg bougies 
had been introduced once or twice a week He could not take 
solid food during this penod and his diet consisted of eggs milk 
and soups At times he had difficulty in swallowing liquids 
A general examination of the patient was negative Upon the 
introduction of an esophageal sound obstruction was met with 
at V cm from the incisor teeth 

On csophagoscopic examination the organ above the stnc 
turc was found dilated and contained a quantity of thick mucus 
The entrance of the stricture was seen to the left of the center 
and appeared like a funnel flattened from side to side Besides 
the stricture at 27 cm there were others found at 34 at 37 
and at 41 cm from the incisor teeth No radiographs were 
taken but I made a sketch at the time of the strictures as I saw 
them through the esophagoscope (Tig 51o) The strictures 
were tough and unyielding but bv making multiple incisions 
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into each one followed bj dilatation X gradual!} succeeded m 
restoring the lumen of the e ophagus so that finallv bougie 
No 45 French scale could be introduced without difficult} 
The patient received regular bmeeUj treatments b> bougie 



Fg S 15 —Sketch of th patents sopV gu made jn l^OS from th mpes 
ga d th ough tt -oph g sc i 

for some time When discharged he could su allow anj hind of 
food He wisui tructed to ha\e a full lzed bougie introduced 
once a month and later at 1 c n«er interval I am positive that 
during the two 3 ears of bougie treatment the patient had 
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following the accident the bougie at no time could have ad 
\anced beyond the first stricture and in all probability not even 
through the first 

I did not see the patient agam for fourteen years He 
returned in Janurary 1923 having been remarkably well until 



Fig 516 — Stricture at A and above this large driatat on B showing 
the irregular gradually narro g esophagus Stricture at C Dilatation at 
D Str cture near card a at £ 


the early part of 1922 m spite of the fact that he had absolutely 
neglected my instructions as to the after treatment Although 
he could eat sohd food up to December 1922 it had to be very 
well masticated and liquids if too hot or too cold gave him 
great trouble After an attack of influenza m December 1922 
he could take no sohd food it hurt to swallow liquids and he 
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had frequent spasms of the esophagus epigastnc pain sour 
stomach gas and regurgitation 

Examination with the e ophageal sound revealed an obstruc 
tion at 31 cm from the incisor teeth On esophagoscopic 
examination was found some narrow mg of the cervical part of 
the esophagus and considerable dilatation in the upper thoracic 
portion above the stricture at 31 cm 



F g 517 — St ct t ppc d m dll th d f th t ma h d t l>e 
Fluoroscop) and radiographs showed dilatation m the upper 
thoracic part the stncture at 31 cm and a gradual irregular 
narrowing of the esophagus to about 5 cm above the diaphragm 
where the narrow e t stncture was found (Fig 516) There was 
al o a constnction below this near the cardia At the juncture 
of the upper and middle thirds of the stomach a pronounced 
constnction was observed dividing the organ into two distinct 
compartments the so called hour glass stomach (Fig 517) 
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Treatment — The strictures of the esophagus were treated 
by introducing bougies in increasing sizes to No 43 French 
The strictures yielded quite readily to the treatment and were 
not by far as difficult to overcome as the original ones fourteen 
years previous After this treatment the patient could take 
solid food but he still had considerable pain I then passed the 
bougie (No 42 French) through the stricture in the stomach 
twice (Fig 518) and after the last treatment the patient reported 
that the pain had practically left him and he felt very much 
better On March 19th I opened his abdomen with the expecta 



Fig 518 — Shows the fie ible steel dilator in the str cture of the stomach 

tion either to resect the constricted part or to make a gastro 
enterostomy on the proximal pouch An annular stricture w as 
found which like a string encircled the stomach and through 
which I could push two fingers I made an incision through 
the stomach wall about 6 cm long across the stricture in the 
long axis of the organ and sewed the cut surfaces together in 
the short avis thereby making the passage considerably larger 
This in all probability will serve him as well as a gastro enteros 
tomv 

The great majority of strictures caused bv 1} e can be treated 
successfully by the use of bougies There are cases however 
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under the guidance of the e>e In subsequent sittmgs the 
dilatation is earned out b> the use of bougies (Fig 522) I 



Fig SU — Author s esophageal dilator 


always introduce the bougie on a guide which consists of a long 
piano wire with a small olive shaped metal tip in the distal end 



Fig 522 — Illustrates the >ield ng of a resistant str cture after multiple in 
osions 

(rig 523) On this wire is threaded a long slender and flexible 
steel bougie with which it is pushed through the curved metal 
tube and through the esophagus into the stomach The slender 
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steel bougie is then 'withdrawn leaving the guide in place and 
upon the latter the larger bougie is introduced as in Fig 524 
In most cases I succeed m passing the guide mto the stomach by 
this method If it fails I try the thread method letting the 
patient swallow 5 yards of stout silk thread as suggested b\ 
Mixter I never depend upon the silk thread as a guide for the 



F g 523 — G j(CC)*thl d t lbog [8i)b gp d th h 
th ilmtlth (1 4) 

bougie however for the reason that if it is pulled upon fairly 
tight it may cut the mucosa somewhere in its course and if it 
is not pulled fairly ti 0 ht the bougie may do dama D e On the 
other hand it is a very excellent method for leading the wire 
guide mto the stomach (Fig 525) and for this purpose I have 
used it for many \ears Occasionally I meet case m which 
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neither of the tw o procedure^ ju_t mentioned will ufnce In uch 
instance- I haw ucceeded m introducing the guide b\ a pecial 
earner tFig 7 6) through tht evophagovcope 

Ah bougie-v are made ot Meel flexible and ptrtecth mooth 
The coiL cannot be pulled apart a a bra-a- •nan. on tht in, de 
hold, them together without intertenng with the tleaibJitx ot 


A 



Ft-' t — Method of mtrod cir the bou^e ( -H on the pano wire gu de 

ICO EE t let U l ng handle on bet,, e 

the m tmrnent The bra wire l released when the instrument 
i> to be cleaned or when not in u e The handle ot the bougie 
i* of bra it v, flexible aid can be detached from the bougie 
o a to be u«ed a a >ound when the two olive-ehaped tip-' 
which are part of the '-et are crewed on V tout vt\ let i> uved 
m introducing the bougte 
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DIVERTICULUM OF THE ESOPHAGUS AND LARGE INTRA 
THORAQC GOITER 


Adult Male Dysphagia for Many Years Removal of 
Intrathoracic Portion and Resection of Right and Left Lobe 
Invagination of the Diverticulum Cure 

P S aged -ixt\ three year* had noticed great enlargement 
of both idej> of the neck e^peailh the right for eighteen vears 



Fig * — Radicrraph showing a diverticulum of the esophagus (it) and large 

intrathoracic goiter (E B ) 


and had increa mg difficult m allowing If he tned to drink 
m the ordrnan ^\ai. he got a choking pell and regurgitated 
Drv food troubled him \ en much He could not sleep on cither 
-ide but lept quite comfortabh on hi back 

On examination hu> heart action wa rather rapid there was 
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some dilatation of the heart rhe lungs were negative Hyper 
tension 

In esophagoscopic examination the right lobe of the thjroid 
was found encroaching upon the esophagus and there was 
considerable resistance to the introduction of the esophagoscope 



F g 528 — Ph tgphtg p ma AlitlbcB gltlb 
C t th ItDdpg th 1 tt #h t dg 

th t h 

The obstruction was on the nght side and al o posteriorly to the 
ri 0 ht so that the instrument had to be directed toward the left 
in order to get b> A small diverticulum was also observed 
Radiography A lar & e shadow was seen m the mediastinum 
and diagnosed an mtrathoraac goiter The e opha„oscopic 
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finding of a diaerticulum was demonstrated after a banum meal 
(Fig o2/) 

The patient had much more disturbance of deglutition than 
we ordmanh find with a di\erticulum of this size and the 
pressure of the goiter was responsible for this 

At operation under ether the large intrathoracic part of the 
goiter (Fig o 9 8) which was continuous with the nght lobe was 
remoaed together with the larger part of the nght lobe and a 
part of the left 

The pressure on the esophagus caused b\ the nght lobe po 
tenorh and lateralh was demonstrated at the operation 

The patient improaed much after the operation but he still 
had ome difficulta m swallowing At a later date the dner 
ticulum of the e ophagus was unaginated and obliterated b\ 
rows of pur e string sutures 
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CARCINOMA OF THE UTERUS 

\ consideration of cancer is alw av s important not because 
we ha\e such ab olute knowledge regarding its etiologv or cure 
but because it is* such a temble disease and its earl\ recognition 
offers the onlj possibility of cure 

A great deal is being done b> means of propaganda and 
education in an effort to bring m the cases earlier in the de\ elop 
ment of the disease so that we maj ha\e a better opportumtv 
of securing a larger percentage of relative and permanent cures 
There are probabh three mam objectives in this educational 
propaganda regarding cancer 

1 Education of the public to ome of the earl\ symptoms of 
the disease 

2 Education of the medical profession to recognize the 
disease when possible sufferers present themselves 

3 Probabl) the most important to increase our knowledge 
regarding the etiolog> and method of cure of the disease 

The uterus is one of the most frequent organs to be affected 
with cancer and carcinoma of this organ together with that of 
the breast make up the \ ast bulk of cancer cases m w omen 

The educational campaign is not yielding results which are 
at all encouraging if one is to judge b) the cases of uterine cancer 
which come into our hands m the Minneapolis General Ho pital 

Statistics from the Minneapolis General Hospital — In the 
seven jears from 1916 to 1922 we have not had a large cenes 
of cases at the Minneapolis General Hospital — 90 in all appealing 
in our senes So far as race is concerned we had relativ elv few 
cases occurring among colored people onl> 4 of our ca es 
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case of utenne carcinoma the etiology and prevention of the 
disease always come to mind The paucity of knowledge re 
gardmg these factors m the eradication and treatment of this 
disease is contmuaHv emphasized in one s mind becaue methods 
of cure are so unsatisfactory Etiology has been carefully 
studied for many years and this work and study has not yielded 
the specific results which one w ould desire The most interesting 
recent work is that of Yama e iwa and Ichikawa who have been 
successful in producing the so called t ir tumors by the continued 
external reapphcation of coaltar They were the first to be 
successful in the production of this lesion on the rabbit s ear by 
continued reapphcation of coal tar 

Fibiger inaugurated quite an extensive experimental study 
of cancer by feeding rats with cockroaches having larval 
nematods These rats developed squamous cell carcinoma of 
the tongue and stomach in \ arying percentages Similar results 
hav e been obtained by feeding rats with Taenia crassicolhs pro 
ducing carcinoma of the liver 

The occurrence of occupational cancer in tar workers paraffin 
workers chimney sweeps array workers arsenic wort ers all 
pomts to the role of persistent irritation as an etiologic factor in 
the causation of cancer It 1 quite probable therefore that 
there may be no specific cause of cancer that certain individuals 
are especially susceptible to the occurrence of irregular and 
uncontrolled cell proliferation which may re ult from a per 
sistent irntation at different sites and m different organs of the 
human body 

If chrome irntation is the cause of cancer it is quite con 
ceivable how certain forms of cancer should increase while 
perhaps the total number of cancer cases would not be matenally 
greater 

Changes m industry methods of work habits of the pop 
ulation diet etc mi D ht easily tend to increase certam types of 
cancer while perhaps other forms would tend to disappear 

How can the theory of chrome irntation be applied to the 
development of utenne cancer? It is quite ea v to comprehend 
how cancer of the utenne rervix could develop as a result of 
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persistent irritation It is not quite so easy to account for 
cancer of tlie corpus uteri Cancer of the utenne cerxix is ap 
parentlj more frequent in women who ha\ e borne children We 
can haae in this portion of the uterus chronic irritation as a 
result of erosions of the cervix, and persistent inflammatory 
conditions There is no reason why persistent bactenologic as 
well as chemical irritation could not be a factor in the production 
of carcinoma Case I cited below suggests the possibility 
that the treatment of the erosion may haxc been a factor m 
the production of the subsequent carcmoma In this case the 
piece of tissue remo\ed in March 1919 was non malignant 
whereas a portion remoxed one \ear later showed a malignancy 
of the squamous cell type During the mterx al she had receix ed 
treatment more or less persistently for this erosion of the cerxax 
Treatment consisted of repeated applications of both sih cr nitrate 
and pyroligneous acid 

It is particularly easy to understand why these erosions of 
the cervix with persistent irritating leuhorrheal discharges might 
become the site of carcmoma Within the cervical canal we 
also ha\e pathologic changes occurring which though not visible 
to the eye are none the less real We ha\c here persistent in 
flammatory reactions which might well lead to the ultimate 
production of carcmoma of the cervix Carcmoma of the utenne 
body occurs more commonly in nulhparous women We may 
here ha\e certam persistent lrntations due to \anous pathologic 
conditions inflammatory conditions of the uterus and tubes 
and neoplasm such as fibroids which may be a factor m the 
production of carcmoma in this location 

What can be done in methods of pre\ ention? What course 
is one justified in pursuing based on our present knowledge of 
the etiology of cancer? The prophylaxis of cancer does not at 
the present time rest on a xery secure scientific foundation 
especially when affecting the uterus What procedure if any 
should one use in an effort to prexent the occurrence of carci 
noma? One would seem to be justified in advising the remoxal 
of chronically and persistently inflamed and lmtated tissue 
from the utenne cervix This does not necessanly mean that 
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all le 10ns of the cervix should be subjected to operatn e pro 
cedute whenever the} are found It does mean that when one 
discovers a lacerated cervix with a persistent erosion and an 
irritating leuhorrheal discharge that repair of such a cervix by 
methods which would remove this irritation would be justified 
and might be the means of preventing the occurrence of cam 
noma of the cervix in such a case Also in cases with markedly 
cv Stic cervices with chrome persistent endocemcitis one would 
be justified in the use of operative procedures for the removal 
of the diseased tissue \t the present time it is not apparent 
how prophy lactic measures can be applied to the development 
of carcinoma of the corpus 

We can divide the patients with advanced carcinoma who 
come under observation into two groups 

1 Those who ignore the earl} symptoms and seek no advice 
until the disease has spread be>ond all possible cure 

2 Those who observe the earl} symptoms seek medical 
advice and the di ease 1 not recognized in its earh stages by 
their medical advisor 

If the education il campaign against cancer is to be successful 
it must reach the laitv and impress upon them the importance 
of seeking medical advice at the onset of suspicious symptoms 
Further it must impres on the medical profession the necessity 
of positive evaluation of early symptoms and signs in the recog 
mtion of this di ease The trouble with the education of the 
medical profession in the past has been that medical men have 
been taught to diagnose carcinoma bv the late rather than the 
earl} symptoms of the disease It is of little benefit to the 
patient to diagno e carcinoma after the patient is affected with 
1 o called cachexia los of weight hemorrhage and foul dis 
charge These are all 1 ite and not earl} symptoms of utenne 
cancer The one important tarlv svmptom of utenne cancer 
1 slight bleeding from insignificant or without apparent causes 
This mi) occur as a slight lntermcnstrual beleding which ma} 
or mi) not follow slight trauma It mav occur as prolongation 
or increased frequency of the menstrual penods or a shortened 
intcrv al between penods In many it appears as a more profuse 
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or prolonged menstrual flow Both hit\ and profession should 
be educated to appreciate the significance of these svmptoms 
occurring any time after twentv fi\e a ears of age Lia people 
should consult medical adaa ors on the first appearance of these 
samptoms It is the duta of the medical profession to determine 
the cause of the e saanptoms In the majonta of cases it wall 
probably not be carcinoma but the onla w aa this can be deter 
mined is ba careful examination of all cases presenting these 
samptoms There are mana pathologic aaneties of cancer 
of the uterus From a clinical point of aaea\ it is better to group 
the cases according to the location of the initial growth rather 
than from the morphologic character of it I am speaking now 
of early cases of cancer of the uterus In advanced cases the 
origin of the growth is difficult or impossible to determine 

The Treatment of Carcinoma — Treatment of carcinoma of 
the uterus wall be divided into two main heads 

1 Palliative for the relief of svmptoms and prolongation 
of life 

2 Curative when we stnve either for a relative or an abso 
lute cure m an effort to prolong or save the life of the individual 

In the mam these method of treatment consist in the apph 
cation of 

1 Chemical or thermic agents 

2 Radio active substances such as r ray and radium 

3 Surgical procedures 

These different methods of treatment wall be considered 
omew hat in detail 

Palliative or symptomatic treatment This consists mainly 
of measures used to reheve pam hemorrhage and discharge 
with the added indication of prolonging life 

Chemical i gents — Of the chemical agents used for this 
purpose acetone is probablv one of the most important being 
applied directly to the carcinomatous grow th with or without 
excision of as much of the growth as possible In the use of 
this therapeutic agent great care should be exercised The 
surrounding normal ti sues should be thoroughlv coated with 
vaselin and the acetone applied directly to the diseased tissues 
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All exces of the agent should be carefull} removed following 
this application 

Thermic Agents — Of the thermic agents the actual cauterj 
or electrocautery is one of the mo t \aluable and is probabl} 
one of the best agents and sometimes it results in permanent 
cures In the use of this agent one excises the diseased tissue 
as completely as possible and then applies heat directly to the 
remaining diseased tissue as thoroughl} as possible according 
to the old method of B>me The heat can be more carefully 
controlled by the method of Percy using a water cooled specu 
lum and control of the amount of h at used by means of the 
abdominal incision with the hand or fingers in and around the 
uterus so that no excessive heat is applied Neither one of 
these agencies and methods can be regarded as an} thing more 
than palliative though occasional cures have resulted Certain 
procedures are both palliative and curative These include 
x ray radium and various surgical procedures In the present 
method of treatment of cancer not infrequenti} all three of 
these method are used in an attempt to affect a cure 

* Ro\$ —It is too early yet to properl} evaluate the results 
obtained from the new and powerful therapeutic * ray apparatus 
which is now being used It may however safel} be said that 
at the present time this method should not be used to the exclu 
sion of surgical procedures where the latter are av ailable * Rays 
may be used in inoperable cases 

The place of radium is somewhat more definitely established 
though its ultimate relationship to operative procedure is not 
as >et finall} determined At present radium should be recog 
ni7ed as a very valuable adjunct to surgical procedure It 
gives ver> great symptomatic relief and undoubtedl} prolongs 
man} lives even though not affecting permanent cures In 
borderline and in inoperable cases where operation is not feasible 
or safe radium should be used It probabl} gives the best 
results when used m conjunction with the deep * ray therap} 
Palliative surgical procedures maj be used m conjunction with 
radium There is a con iderable tendency to advocate the use 
of radium to the exclusion of surgical procedures While we do 



CARCINOMA OF THE UTERUS 


1039 


not know what the ultimate standing of radium wall be and 
though it may ultimately pro\e to yield a larger percentage of 
cures than radical operation we have at the present tune in 
sufficient proof to draw this conclusion In operable cases 
of carcinoma we can secure 2o or 30 per cent of permanent 
cures with a still larger number of relative cures \\ c have no 
proof that radium can accomplish as favorable results Such 
proof may be forthcoming at a later date 

Further it is important to remember that the use of surgical 
treatment does not eliminate the possibility of using radium and 
array either pre or postoperativ eh or both At the present 
time it would seem that the best procedure might be to use 
radium prior to operation perform the operation and then 
subsequently resort to the use of either radium or deep x ray 
therapy in all operated ca^es where indicated In borderline 
and inoperable cases radical operation should not be attempted 
the chief reliance bemg placed on radium and deep x ray therapy 
supplemented by palliative surgical procedure The above 
remarks apply particularly to cases of carcinoma of the cervix 
The results of surgery in carcinoma of the corpus uten are much 
more encouraging than the results obtained in the former group 
of cases Carcinoma of the corpus should always be treated 
surgically if the case is operable It is probably wise to supple 
ment the surgical procedure by the use of either radium or deep 
x ray or both 

The three sites of the initial development which one must 
keep in mind are as follows 

1 On the t aginal portio near the external os 

2 Within the cer ical canal 

3 In the corpus of the uterus 

Each of these different classes wall be considered separately 
with lllustrativ e cases 

1 We wall consider the first group which is as a general 
thing the most readily diagnosed because it can be inspected by 
the use of a \ aginal speculum On palpation we usually feel a 
localized area of hardening on the crevax slightly elevated or 
depressed or with a depressed center and a somewhat elevated 
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margin On in pection we see an eroded or more common!} an 
■ulcerated area on the cervix The difference between erosion 
and an ulceration is that in an erosion we have simpl} loss of 
epithelium whereas in ulceration we have some actual dcstruc 
tion of tissue Where ulceration is present on the vaginal 
portio one thinks of three conditions — tuberculosis syphili and 
carcinoma \nv localized or ulcerated area on the cervix 
which seems somewhat hard to the touch and bleeds easilv on 
contact should always excite ones suspicion of a carcinoma 
It may be necessary to make a diagnostic excision in order to 
make a final diagnosis One should never hesitate to perform 
this trivial operation in any suspicious case In this connection 
I should like to cite the following cases 

Case I —Mrs J C Seen in consultation with Dr C O 
Maland Marned twenty eight years Age fifty one years 
Pregnant six times Two full term pregnancies Family 
dustory unimportant Previous historv Measles mumps and 
some rheumatic disturbance General health has always been 
good Weight about stationary Menstruation established at 
about eighteen or nineteen vears intervals about four weeks 
Has not menstruated for past six or even vears Has been 
wearing a pessary lor some time 

First came under observation on March 2 / 1919 complained 
-of some sorenes in the pelvis which she located in the uterus 
This began about two months ago She has noticed some 
purulent and bloodv vaginal discharge She had what she 
calls some falling of the womb She has had no trouble 
with her bladder but complains of some bearing flown sensation 
m the abdomen 

Examination show s multiparous external genitalia Penneum 
fairly competent Has anterior colpocele Cervix shows some 
ulceration on the antenor lip Bilateral laceration of the cervix 
normal mobility points downward and backward Corpus 
shows some retroversion freely movable not easilv outlined 
Palpation un atisfactory on account of muscular resi tance no 
adnexal pathologv could be felt The cervix was treated for 
about two weeks when a piece was removed for microscopic 
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examina tion This examination or the tL ue honed no evi 
deuce ot m-kgnancv The patient continued under observation 
with ome local treatment oi erosion until February 26 19 7 0 
The cervix bled readih on contact the area ot ulceration <eerred 
to have increa-ed in lze The ti me removed for microscopic 
examination honed the presence of - 'qu-mous-cell carcinoma 
The patient felt verv well h-d lo-t no weight general condition 
w-s good The vmptom continued about the -me a lie tore 
On March 20 1920 a radical abdominal operation wa done 
with complete removal ot the uteru -nd -dnew. The p-tient 
refu ed to have radium treatment Alter the operation her 
general condition improved -.rid there has been no evidence o 
anv recurrence to date 

Case II — Mr A E C Patient came under observation for 
exLtmg condition on October 18 1921 She h-d prevnou lv 
been under care during one pregnanev on account of hvpereme-i_ 
for which it was neces arv to pertorm a therapeutic abortion 
She wa thirtv four v earn old h-d been mamed between ix -nd 
'even vear She had three pregn-ncies two of which were lull 
term 

Previous History — She h-d cirrhosis ot the h\ er which wa 
ducovered at an operation for appendectomv when the omentum 
Wo rntured to the liver The patient also gave a his to -v of 
lues acquired eight or nine vears before for which he had been 
under treatment about two vear - She complains of irregular 
menstruation at intervals of «even or twelve dav which began 
about «ix weeks ago Prior to this menstruation had been 
everv twen tv -eight dav Lsting five davs About six or «even 
weeks ago her period came a week earh and 1— ted longer than 
urnal he parsed come clots of blood which w-s unucua! 
She also had some nausea durrng the week ot September 5th 
She thought he might be pregnant On the dav that she 
came for examination he was flowing quite protuselv She 
had been up and -round and quite active phvicallv Her 
general health had been quite good 

Examination how normal multip-rou external genitalia 
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and some blood} dj charge from the \ agma Cervix seems 
rather indurated shows a rather lar 0 e erosion or ulceration 
which bleeds rather easilv The corpus uten is small and m 
good anterior po ltion There is a slight tenderness m the 
adnexal region but no palpable masses 

A small piece of tissue w as removed for microscopic exanuna 
tion A diagnosis of carcinoma w as made She w as sent to the 
hospital for immediate radical operation On October 20th 



F g 529 — C se II Ph t graph of ter cm ed t pe t n Shows a 
smalt lcerat da a o the vaginal port 

50 mg of radium were inserted into the cervical canal It 
was left for about twenty four hours when it was removed 
and a radical operation for carcinoma of the cervix was done 
The patient made a fairly good recover} Subsequent to the 
operation she de\ eloped a continued water} discharge from the 
vagina which re ulted from some injur> to or necrosis of the 
left ureter It was necessar> sub equentl} to remove the left 
hidnev on account of p> onephrosis The patient has remained 
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carcinoma Microscopic examination of the specimen showed 
the presence of a squamous cell carcinoma of the cervix uteri 
The Second Group, Carcinoma Within the Cervical Canal 
— Inspection is here of little \alue Palpation with the finger 
is of no xalue In all examinations of these case* cither a 
uterine sound or a cotton wound applicator should be introduced 
within the cervical canal up to the margin of the mtcrnal os and 
if one feels a roughened perhaps a slightly depressed surface 



Fig S30 — Case II Photom crograph through ulcerated area showing 
islands of epithelial cells invad ng the cen cal t ssue Squamous-cell car 
cinoma ar ng from \ aginal portio 


which bleeds easily it is very good evidence of carcinoma m the 
cervical canal One cannot inspect these cases except possibly 
with a uteroscope which has not been a very satisfactory means 
of diagnosis In these cases we must finally rely on microscopic 
examination of tissue removed with a small curet This biopsy 
can readily be done ev en without anesthesia and small fragments, 
of tissue removed from the roughened or depressed area will 
establish the diagnosis In this connection I wish to ate the 
following cases 
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Case III — Mrs E W Aged thirty three y ears Married 
Patient now complains of 

1 Brownish foul smelling discharge 

2 Spotting betw een periods 

3 Slight pam in both lower quadrants of abdomen 

4 Urgency and frequency of urination 



F g 531 — Case III Ph tograph f ut m ved t pe t h » g 
cara ma g w th th c rv cal can I 


Past History — Housewife She had gonorrhea when she 
was eighteen years old a syphilitic infection for which she has 
received two or three years of treatment She has been married 
twice Patient had one illegitimate child forceps dehverv 
puerpenum uneventful No other pregnancies She was in 
an automobile accident received a fractured skull seven years 
ago As a result of this she lost her sense of smell She has 
had scarlet fever measle chichenpox Her general health 
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has alwa\s been good She had an operation about one \ear 
ago when the uterine tubes were remo\ ed together with a piece 
of the left o\an She made a good reco\er\ from thi opera 
tion 

The last two months patient has been working hard at da\ 
work and she has noticed considerable backache the last few 
week- but she ascribes this to her hard work She has had 
some light attacks of pain m the lower abdomen mce her 
operation 



Fig »3 7 — Case III Photom crograph shows ngrowth of ep thclial 
columns from ulcerated surface Considerable leukocvt c mfiltrat on around 
ep thelial masses Squamous-cell carcinoma 


About a month ago she noticed a \aginal discharge She 
has been told that this has a bad odor She has been spotting 
between periods for the past month At first this was onI\ a 
trace of blood but for the last couple of weeks he has been usin^ 
two napkins daih because of the increased amount of bleeding 
Men truation was established at txteen This is of the 
regular twent\~eight-da\ tvpe la ting from fi\e to six da\s of 
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bnght red color At times she passes a few dots She has 
some pain with her menstruation for the first two or three day 
These pains are of a cramp like character Her last period 
which was normal beg-n on February 3rd Patient came 
under observation on February 16 1923 

Bimanual examination showed a competent perineum with 
fairly normal multiparous external genitalia Vaginal walls 
were of normal color There were a few hard nodules in the 
anterior wall The cervix was enlarged There was a bilateral 
laceration with some ev ei ion of both hps Tb e os w as irregular 
in shape and the sumunding portio nodular in character 
There seemed to be some loss of tissue on the posterior hp The 
corpus is about normal in size the first degree retroversion 
\ormal symmetry freely movable and not tender The cervix 
showed an erosion on the portio which did not bleed \eiy readily 
Within the cervical canal there w\.s a roughened area which bled 
ea lly on contact A portion of tissue was removed ftom the 
cervical canal the microscopic examination of which showed a 
squamous cell carcinoma 

The patient was operated on February 2 1st The abdomen 
was opened m the midline There w-ere numerous adhesions 
to the panetal peritoneum The nght uterine tube was found 
not to have been removed It was markedly bulbous tortuous 
and chronically inflamed The nght ovarv was shghth cystic 
A portion of the left tube was present The left ovan had been 
removed There were some old adhesions around the uterine 
tubes and ovanes There was no evidence of metasta es in the 
cervical ly mph nodes 

A panhysterectomy was done with removal of as much of 
the parametnal tissue as possible This was rendered more 
difficult because of the long standing inflammatory condition m 
the pelvic tissues 

The ureters were ldentitied The uerus the remander of 
the tubes and the ov anes with the parametnal tissue the cervix 
and the upper portion of the vagina were removed tn Mo 
Rubber drainage tubes were placti in the parametnal tissue and 
earned down into the vagina The peritoneum was united over 
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the drainage tube* the vaginal opening was closed together 
with the peritoneal co\ enng 

The drainage tubes were remo\ed on the third day The 
patient made an uneventful recover) and was discharged from 
the hospital in excellent condition on March 8th 1923 

Case IV — Mrs A S Aged fort) three v ears Mamed 

Present Complaint — 1 Irregular and profuse bleedmg from 
the v agina for about three months 

2 Some yellowish white vaginal discharge without odor 

3 Pain radiating from the left hip into the leg 

Past History — Has been marned for thirteen >ean> Has 
had no children Eight ) ears ago had an operation presumabh 
for the removal of fibroids Menstruation began at the age of 
sixteen twenty eight da) type lasting from three to five days 
She is uncertain about the date of last penod 

In June and July 1922 she missed her periods She had a 
normal penod in August but none in September About two 
weeks later she began to bleed fresh blood This bleeding 
continued for about two weeks Since then there has been 
irregular bleedmg at intervals of one or two weeks Tor about 
five weeks she has noticed some yellowish white vaginal dis 
charge which has no noticeable odor Has lost some strength 
the past few months She consulted a physician about six 
months ago and has seen him at vanous times since She 
recently went to another physician who told her that she had a 
growth on the neck of the womb and advised her to go to the 
hospital 

Bimanual exammation shows external genitalia quite normal 
Vaginal w alls* normal Cervix uten v ery large about 4 or 5 cm 
in diamf ter Both lips are somewhat irregular in contour 
Corpus uten rather small firm retroverted and fixed There 
is considerable induration m both parametna Inspection of 
cervix Cervix is large irregular in outlme is markedly red 
dened Cervix is quite tender on palpation This hypertrophy 
of cervix is quite hard and indurated and bleeds easilv on 
contact 
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Microscopic examination of a piece of ti buc removed from 
the cervix reveals a squamous cell carcinoma 

On January 21 1923 SO mg of radium were insetted into 
the cervical canal This was removed prior to operation on 
January 2/th having been inadv ertentl> left in situ and 
giving an unduls long exposure 



1 g 533 — C se IV Ph t g ph of t m % d t pe t The 
1 w port I tV r\ t aim st compl t t> filtrat d v. th ca no 
m t cell The po t of g n of th go vth c the th vaginal part 
o « th n the in pa t f th at n t p b I ly the l tt Th r 
ro Itipl fib mjomat ly* g n th w 11 f th p te 

1 he operation w as performed as follow 
\ midline ina ion extending from the pubes to navel 
Omentum founl adherent to abdominal wall tt rus wa 
retrov erted and adherent was studded with irregular projec 
tions both intramural and subserous Some were firm and 
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some were soft The uterus was freed the ureters exposed the 
uterus with tubes o\anes parametrium and vaginal cuff re 
moved tn toto Rubber drainage tubes were placed in the 
parametrium on either side The vaginal opening was closed 
and the peritoneum sutured over the drains and the vaginal 
wall 

The patient left the table in a poor condition suffering from 
shock which apparently caused death on the following dav 



Fig 534 — Case IV Photomic ograph sho ng large island of cpithel at 
cells 1> ng n cervical tissue A \er> d st net pearl shows marked ker 
at nization of the epithelial cells 

Carcinoma of the Corpus Uteri — We now come to a con 
sideration of carcinoma of the corpus uten In these cases the 
physical findings are meager Perhaps a uterus which is slightl} 
enlarged ma> be found If one feels justified in passing a sound 
into the utenne cant} rather pronounced bleeding is apt to 
be excited b> the use of the instrument even when inserted 
verj gentl) and carefully In these cases one must rel> upon 
the diagnostic curet In performing this curetage in a sense 

vot 3—79 
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Micro copic examination of a piece of ti sue removed from 
the cervix reveals a squamous cell carcmoma 

On January 24 19?3 50 mg of radium were inserted into 
the cervical canal This was removed prior to operation on 
Januarv 9 7th having been inadvertently left j n situ and 
giving an undulv long exposure 



F g 533 — Ca IV Ph t g ph I t m d t pe t Th 
1 po t f th r\ 1m t mpl t ly flit t d w th ca O- 
m t II Th po t f g f th g wth th n th "3-g 1 part 

th th 1 p rt f th rv cat ca 1 p b bl> th 1 tt Th 

m It pi fib ora> m t 1 > g th w 11 f th p ut 

The operation was performed as follows 

4. midline mci ion extending from the pubes to navel 
Omentum found adherent to abdominal wall Uteru was 
retroverted and adherent was studded with irregular projec 
tions both intramural and subserous Some were firm and 
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some were soft The uterus was freed the ureters exposed the 
uterus with tubes o\anes parametrium and vaginal cuff re 
moved m lolo Rubber drainage tubes were placed in the 
parametnum on either side The vaginal opening was closed 
and the peritoneum sutured over the drams and the vaginal 
wall 

The patient left the table in a poor condition suffering from 
shock which apparently caused death on the following day 
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also a therapeutic measure if the condition should pro\e not 
to be carcinoma it is necessary to give an anesthetic dilate 
the cervix and curet the utenne cavitv thoroughly It is e\ en 
possible to miss carcinoma of the corpus in curetings which 
after thev are secured should be very thoroughly examined 
In this disea e one must remember that in its earl) stages cancer 
of the corpus does not mvohe all portions of the endometrium 
It begins at vanous ites and graduallv spreads The initial 
site may be near the internal os or the utenne cornua or at an) 
intermediate portion of the uterus There are man) other 
pathologic conditions as well as certam functional disturbances 
responsible for bleedmg from the corporeal endometnum but 
one must always be certam that no carcinoma is present in these 
cases The onl> wav thi can be done is b> diagnostic curetage 

Case V — Mrs C L G Aged fifty four >ears Mamed 
thirt) five )ears 

Present Complaint — 1 Intermittent blood) vaginal discharge 

2 Considerably worse following exercise 

3 General weakness and lack of endurance 

Past famil) histor> unimportant 

Had pneumonia at fourteen years of age heat stroke thirteen 
years ago Has not been well for last thirteen year weak and 
tire easily has periodic headaches has backache under shoulder 
and in lumbar region Menstruation began at thirteen years 
of age usually lasting about four days some pam Penods 
stopped for three months about two years ago since which time 
she has flowed a great deal 

She has had 5 children no miscarriages Labors normal 
and no puerperal complications 

Present Illness — About two v ears ago she missed three penods 
Since then she has flowed considerably off and on This bloodv 
flow has of late been more watery m character Formerly thi 
flow would come on after physical exerase but now she flows 
nearly every day unles she hes quietly in bed She flows for 
sev eral hours and then stops She formerly used to skip a month 
or so This has not been true latelv She has had some leukor 
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rhea ever since she began to menstruate but this has been more 
profuse latel) She has not noticed any odor to this discharge 
She has some noctuna but no dysuna 

Examination — Patient is well nounshed but somewhat 
anemic 

Bimanual examination Bartholinian cyst about 2 cm in 
diameter in left labium tear in nght sulcus small rectocele 
andcystocele Urethra negative Cervix slightly lacerated Os 



Fig 53S — Case \ Photograph of uterus removed at operation Fairly 
normal multiparous cervix Markedly thickened endometrium which shows 
distinct invas on of m> ometrium at certain points 

is patulous Several polypi can be seen and felt Corpus in 
good anterior position adnexa were negative 

First operation on January 25th Polypi removed from the 
cervix On January 27th a sound was introduced into the 
cervical canal This produced a grating sensation and readily 
produced bleeding 

On February 3d a sound was introduced into the uterine 
cavity This produced bleeding readily The internal os was 
found to be patulous A piece of tissue removed from the 
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postenor cervical lip showed an erosion Some tissue tv as 
cureted from the corpus and cervix from which a diagnosis of 
carcinoma could not be establi hed 

On March 4th the patient continued to bleed The Bartholm 
lan cjst was removed and a very large amount of soft friable 
tissue was removed from the body of the uterus A microscopic 
examination of these curetings gave evidence of adenoma 
mah^num 



F g 536 — C \ Phot m g aph h g hype pi f t dom tn ra 

w th 11 a d gl d pr 1 f at w th -a f my metn tn 


On March 11th the patient was subjected to a radical 
operation A midlme incision from the pubes to the navel was 
made The uterus with tubes ov anes parametnal tissue and 
some soft glands from the nght hypogastric region were remov ed 
The ureters were exposed During the operation the ligature 
upon the nght uterine artery slipped In attempting to control 
the hemorrhage the nght ureter was accidentally damped 
The patient made a smooth com alescence She had no trouble 
as a result of the injury to the ureter Microscopic examination 
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confirmed the dngnosis made from the curetcd tissue The 
lymph glands showed no metxstases 

The patient was living and well nearly six years follow mg 
the operation 

Conclusions — 1 If we are to diagnose carcmoma of the 
uterus early the laity should be educated to recognize slight 
symptoms and physicians should carefully follow up recent 
symptoms in order to pick up carcmoma of the uterus early 
in its de\ elopment 

2 One should not befog the diagnosis w ith too complicated 
classifications of uterine carcinoma 1 here are three locations in 
which carcmoma of the uterus may be found These three sites 
should always be searched for its presence. They are 

(1) Vaginal portio 

(2) Cervical canal 

(3) Corpus uten 

3 Absolute diagnosis may require minor surgical operations 
such as excision or curetage 

4 Prevention of carcmoma has at the present time no 
scientific foundation except possibly the elimination of per 
sistent irritation 

5 Early detection is at the present time the only basis for 
favorable prognosis 

6 Treatment is palliative and symptomatic and should be 
used to make the patients more comfortable and prolong life 

7 Relative and permanent cures should be sought for in 
favorable cases usmg all possible agents to affect a cure such 
as heat radium deep x rays and radical operation 




UROLOGIC CLIMC OF DR GILBERT J THOMAS 
L ni\ ersitv of Minnesota 


PAPILLARY CARCINOMA OF THE RENAL PELVIS IN A 
CHILD OF THREE AND ONE HALF YEARS 

I was asked to see a patient with Dr \ 0 Pearce of the 
Minneapolis Children s Clinic because of hematuria and a mass 
in the left renal area 

The patient was a little girl three and one half years of age 

Past History — Slight difficult with diet during the first 
few months of her life At twent\ two and one half months the 
patient had measles The recoxery was good there were no 
complications 

The present trouble began March 10 1922 at which time 
the mother noticed blood in the unne The patient w as some 
what irritable and fussy and had an afternoon temperature of 
99 4 F The day before the hematuna w as noticed the child 
was exposed to cold and she had wet feet About fi\e da) s 
before the present trouble she stumbled and fell on her back 
striking on her dolls head which injured the lumbar region 
This mjur> w as not a se\ ere one The patient did not complain 
ot one side more than, the other The mother says that the 
child cned at the time for about one mmute and not afterward 
There w ere no external igns of injury 

General examination rex ealed large tonsils and cervical 
glands A mass was felt in the left lumbar region below the 
costal margin On inspection fulness was seen on deep inspira 
tion in the left upper abdomen under the costal arch The mass 
was not tender The patient had no pam She had a tem 
perature of 99 6 F but there was no other evidence of infection 
She had not lost weight The hemoglobin was 8o per cent 
Red blood count 4 oOO 000 
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Fi\e davs after the first hematuna a cv stoscopi examination 
tv as made under gis anesthesia A normal bladder was found 
No urine could be seen spurting from the left meatus The 
right meatus expelled a lar 0 e amount of clear urine Catheters 
passed with some difficult) through both ureters and into the 
hidne> pelves Unne containing blood was obtained from the 
left pelvis The unne from the right was clear A bilateral 
pyelogram was made The outline of the right pelvi was 



I g 537 — Ca I P p II ry ca ma f 1 ft n I p I n h id 
P p 11 ma fill ng the pel ca ng d 1 t t f ]> w th me d st c 
t f the ort 

normal On the left side the pelvic outline wa Iar Q e The 
cal) ces were dilated and the ends clubbed Ivo retraction or 
other deformitj usuallj seen with a renal tumor was observed 
A smgle cjst into which a blood vessel had ruptured because 
of recent trauma was thought of but it 1 unusual to find a 
dilated pelvis with this condition (Figs 537-539) 

Our clinical diagnosis at this time wa (1) Trauma with 
bleeding causing acute hematonephro is (2) congenital C)st 
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or other anomah with bleeding from trauma (3) neoplasm of 
pelvis of Lidne\ causing hematonephrosis 

We advised that the patient be kept quiet in bed m the 
hospital and that she be watched carefull\ Dunng the next 
four daj s the mass did not decrease in size and blood was noticed 
in the unne on several occasions although this was intermittent 
After two weeks the mass was not smaller probably more 
tense than before with no tenderness and blood was noticed 



Fi" 538 — Case 1 Pap Mary care noma of renal pelv s n a ch Id Pyelogram 
of right kidney No mal pelvic outline 

occasiomll) m the unne The patient had gamed 1 pound 
in weight Her general condition was good She placed nor 
mall} It w as decided that an exploration w as advisable as the 
tumor did not decrease in size and the unne remained hemor 
rhagic 

A left lumbir incision was made exposing a large kidne> 
for a child Ihe organ was \er> adherent to the surrounding 
tissues Large dilated vessels could be seen over the capsule 
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The kidnej substance was \er> friable The pelvis was great 1} 
distended and thinned The kidney was carefullj dissected 
from the adjoining tissue and partiall} delivered When 
isolating the ureter to facilitate the deliver} of the kidney the 
pelvis ruptured fillin 0 the wound with blood and papillomatous 
material The ureter was tied separate!} The pedicle was 
isolated and ligated t\ ice after which the tumor was removed 
No glands were palpable although a dissection outside the 



F g 539 — Case I P p II r> ca m of e 1 pel h Id 

Pj I g m ( lit kd ey PI utl e g I »ih s me dl t to 
U et pel cj t esomwhtwd 

kidnev fossa was not done Penrose drains were put into the 
kidney fossa down to the pedicle The patient made 1 good 
immediate recover} from the operation On the second da} 
her temperature was 102 6 F The temperature gradually sub 
Sided so that on the fifth da> it was normal 

Dr E T Bell Chief of the Pathologic Department at the 
Umversit} of Minnesota examined the specimen His report 
is as follows 



papillary. carcinoma of the RENAL PELMS 1-59 

‘The tumor from the renal pelvis show s a fairly smooth deep 
surface that is it does not infiltrate the w alls of the pelvis to a 
notable extent Microscopic sections show a tumor composed 
of squamous epithelium in large masses There is only a moder 
ate invasion of the underlying tissues No extensions out to 
the surface of the pelvis Diagnosis Malignant papilloma of 
the pelvis 

‘‘Prognosis Follow up records of this type of tumor are 
insufficient to gi\e a basis for an accurate prognosis The gross 
and histologic structure of the tumor indicate rather clearly 
how exec that it is a growth of moderate malignancy 

There is a gradual transition from a benign papillary tumor 
of this type to those which are defimtcl> carcinomatous with 
metastases It is difficult in an individual case often to esti 
mate the exact degree of malignancy On the basis of 4 as 
maximum malignancy this would probably be graded as 2 
Ten days following operation 50 milligrams of radium 
screened with ordinary thickness of rubber tubing were intro 
duced through the proximal end of the incision for six hours 
This was followed by array treatment oxer the left abdomen 
from Poupart s ligament to the costal arch 

June 14 1922 or two months follow mg operation the 
patient was examined and found in good condition She had 
gamed 1 pound since operation There was no evidence of 
metastasis or enlarged glands The patient looked and acted 
well Her color etc was normal 

July 10 1922 a small mass was felt just above the crest of 
the ileum on the left side which was not easily movable This 
was not painful and as the child s bowels had not moved a 
filled colon had to be considered 

July 14 1922 Fifty milligrams of radium screened with 
\ inch of hard rubber and three folds of gauze were placed over 
the tumor area for twelve hours There was some nausea the 
next day otherwise not much reaction The bowels were 
hard to move The tumor was not as prominent after a bowel 
movement 

July 24 1922 The general condition of the patient was 



about the same except that she complained of pam m the left 
side The bowels were hard to move The tumor was some 
what larger Fifty milligrams of radium with $ inch hard 
rubber and four folds of gauze as a screen were placed over the 
tumor for twelve hours 

The patient condition did not improve She had con 
tmuous pam in the side and increasing trouble with bowel 
mo\ements 

August 3 J9 7 2 The patient had convul ions so that chloral 
and codem had to be used for pam Her condition became 
gradually worse She had to be held most of the time because 
of pam 

On September 22 1922 the patient died A postmortem 
could not be obtamed 

Comments — Suspect malignancy in every patient with 
renal bleeding irrespective of age A pyelogram which has an 
enlarged pelvic outline or hydronephrosis with renal bleeding 
is m the majority of instances caused by a renal pelvic or ure 
teral tumor if stone is eliminated 

This patient had a renal tumor for some time before the 
history of trauma The trauma was coincidental and probably 
had nothing to do with the tumor or with the bleeding The 
patient may have had hematuna for some time before the mother 
noticed it The tumor grew rapidly because when examined 
b> her physician a few months before the present trouble no 
masses were palpable The general health of the patient was 
good m spite of the fact that she had a malignancy in the pelvis 
of her kidney 

The subsequent history indicated that metastasis into the 
glands had occurred before the operation was done although in 
the adult metastasis does not occur early with tumor of the renal 
pelvis 

Cy stoscopy and pyelography are not done as often as thev 
should be m children Babies of one year may be cystoscoped 
with ease Small instruments are now made so that the mfant 
bladder can be examined with little difficult} An anesthetic 
is usually necessary With small babies 20 grains of chloral 
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gnen per rectum is a \er\ satisfactorj anesthetic Pehic 
la\ age and pyelograms maj be done when necessary 

It is possible to make an accurate urologic diagnosis in the 
child as well as m the adult if c% stoscop) ureteral cathetenza 
tion and pjelograms are made 




URETHROCELE 


I was asked to see a y oung married w oman a few da} s ago 
because the attending ph>sician when attempting c}stoscop> 
had been unable to cathetenze the ureters 
The previous history is not complete 

The patient had two or more confinements one (I think the 
last one) bemg a prolonged hard labor following which she had 
some repair work done 

Her present trouble was frequence of unnation of small 
amounts of unne pyuna and a tumor presenting superiorly 
into the vagina which was diagnosed a c>stocele The attend 
mg ph>sician thought that the difficulty experienced m cathe 
tenzrng the ureters was due to distortion or displacement of 
the base of the bladder caused b> a cystocele The patients 
general condition w as excellent 

The roentgenographic examination of the kidne>s ureters 
and bladder was negative 

The urinalysis revealed pus in moderate amount 
Cystoscopy disclosed the following The cy stoscope passed 
easily into a cavity about as big as a good sized lemon This 
cavity could not be completely distended because the irrigating 
fluid escaped around the cystoscope There was no urethra as 
the cystoscope dropped into a sac as soon as it was introduced 
through the meatus The mucosa looked as if it had just 
recovered from a chrome inflammation No ureters could be 
found The sac was carefully searched for fifteen or twenty 
minutes without finding an ureteral meatus or other opening 
Indigocarmin was given intravenously to help locate the 
ureteral openings but this did not assist as no blue color could 
be seen in the fluid filling the sac The fluid had to be changed 
frequently so that I may have missed a slight blue color A 
congenital anomaly with ureters opening into the roof of the 
bladder was considered Finally a small opening could be seen 
1263 
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at the extreme upper posterior part of the cavity This opening 
w as \ ery hard to see The direct vision c> stoscope was pointing 
toward the ceiling and the eyepiece toward the floor when the 
opening was in view After several attempts two No 6 French 
shadow casting catheters were introduced through this opening 
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Blue colored fluid was ob tamed immediately through both 
catheters From one the color was concentrated while the 
fluid obtained from the other was pale This finding mdicated 
the probability of the catheters having found their way mto the 
ureters Smce only one opening into the bladder could be found 
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I considered the possibility of the ureters having joined near the 
bladder into which the> opened b> one common opening The 
catheters when passed through this supposed ureteral orifice 
felt as if the} had dropped into a cavit} There was not the 
usual resistance found when catheters pass through the normal 
ureter A roentgenogram was made to determine the position 
of the catheters The\ were found coiled in the unnar} bladder 


Internal urethral 
orlfh 



Fjg 541 — Case II Urethrocele Diagrammatic sketch to show the 
relation of the urethrocele to the bladder and adjacent organs Longitudinal 
section 


wrhich was apparentl} in normal position and had a normal 
shape The urethrocele was filled with 15 per cent sodium lodid 
solution and a roentgenogram made The accompanying 
reproduction (Fig 539) shows the coiled catheters in the bladder 
and the urethrocele A drawing of a longitudinal section 
through the pehis is reproduced to show the position of the 
urethrocele (Fig 540) 




REPORT OF A CASE OF HYDRONEPHROSIS OF THE 
RIGHT KIDNEY OF UNKNOWN ORIGIN 

The patient is a female aged twentv four years who came 
to the clinic complaining of a tumor m her nght side together 
with hematuria 

Family History — Mother died of paralysis cau^e unknown 
Father is living and well She has one sister who is well 

Past Illnesses — Negative The patient states that she does 
not remember having been sick before her confinements She 
has ne\ er had previous operations accidents etc 

Menstrual History — Menses have been irregular Patient 
has missed two to four penods at a time When her flow is 
present it lasts one vv eek and is not profuse 

Obstetric History — -Patient has 2 babies 1 two and a half 
years old and 1 five weeks old Her confinements were un 
complicated and m both instances she made a complete satis 
factor} recovery She has been married five >ears 

Present History — Began m May 1921 at which time the 
patient was pregnant three months She developed a verv 
severe pam m the nght upper abdomen which radiated to the 
back This was accompanied by hematuna and lasted almost 
continuously for two weeks The patient was m bed all of the 
time and vomited constantly She was very constipated As 
soon as she w as able to get out of bed she w as mov ed to a hospital 
where a general study of her condition was made Physical 
exammation did not rev eal the cause of her pam 

After fiv e day s rest in the hospital pam and hematuna dis 
appeared and she w ent home At this time the patient noticed a 
tumor m her nght side She thinks it was about the size of a 
small orange Two weeks later she had a similar attack The 
pam however was not as severe as before The swelling was 
more pronounced and the hematuna returned She was again 
taken to a hospital for study A cystoscopic exammation was 

i 67 
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made but no defimte diagnosis armed at Following this 
attach she had backache which continued through her pregnane) 
but she did not again notice the hematuna The tumor in the 
right side continued to enlarge until it was easil> felt m spite 
of the enlarging uterus The patient was confined at nine 
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months and ga\e birth to a normal bab> weighing 8 pound 
Following her confinement she had no backache her strength 
returned he regained her lo t weight but noticed that the 
tumor in her side continued to enlarge Her onl> sjmptoms 
were tumor m the nght side and hematuna 

The ph>sical examination was practical!) negative except 




Fig 543 — Case III Hjdronephros s of right k dney Micro photograph 
of section through one of the hyperplast c scars howing dense scar tissue 
and hemo rhage 

Cystoscopic examination re\ealed the bladder to be negative 
Hemorrhagic urine w as seen spurting from the right ureter and 
clear unne from the left side A ureteral catheter passed 
easily on the left side clear unne was obtained It was slightly 
difficult to introduce the catheter through the upper end of the 
right ureter Force was not used Bloody unne was obtamed 
through this catheter With a s> nnge 5 to 6 ounces of hemor 
rhagic unne were remo\ed from the kidney pelvis after which 
the tenseness of the tumor lessened considerably The catheter 
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was allowed to remain in the nght ureter for forty eight hours 
A.pyelogram of the left kidne> was made to determine its position 
and the pelvic outline Both of these were normal The function 
of this kidney was found to be good The following day the 
tumor was ver) soft as the catheter had contmued to dram 
unne for twenty four hours 

A provisional diagnosis of hematonephrosis was made the 
cause undetermined Papilloma of the pelvis of the kidney 
which had grown into the ureter and produced obstruction was 
thought of A previous x ra\ examination had not revealed 
the outline of either kidney or stone shadows 

The patient was operated upon under gas ether anesthesia 
on January 30 1923 The lumbar kidnev incision as descnbed 
b> Majo was used A large tense tumor was found which was 
dissected from the surrounding tissue with great difficulty It 
was ver> hard to introduce the hand either behind or in front 
of this tumor as it entirety filled the n<*ht abdomen and n ht 
pelvis A trocar such as is used for drainage of the unnar> 
bladder was plunged into the tumor and a rubber catheter 
was sewed b) a purse string suture mto this opening Ver> 
little if an) of the tumor contents was spilled The sac was 
slowty emptied and 2000 c c of blood) fluid obtained Ante 
norty the duodenum w as found to be adherent to the sac This 
was carefully dissected off The ureter was isolated It was 
not enlarged There was no evidence of an anomalous vessel 
of band or other obstruction m or around the ureter The 
difficulty found when attempting to introduce the ureteral 
catheter was caused b) the n D ht anje turn which the ureter 
made before it entered the pelvis The ureter passed outward 
from the spine and entered the tumor at its low er outer comer 
where it entered at right angles The pedicle was eventual!) 
isolated the ves els being ver> small After the pedicle had 
been tied in two places with chromic gut the sac was removed 
No accessory kidne) could be felt Iso glands were palpable 
The kidne) fossa was drained with several Penro e drams The 
usual closure m la)ers was made 

The patient developed aneof temperature and a severe 
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bronchitis on the third day She recovered from her bronchitis 
b> the sixth da> and after that her convalescence was un 
eventful 

This report is of more than ordinar> interest because the 
specimen did not show an> evidence of hidne> tissue The 
bleeding which produced the hemorrhagic fluid from this side 
was probably caused b> tears in the interior of the sac from 
the increasing pressure We could find no cause for this tumor 
unless it was a congenital anomaly The patient did not give a 
previous histor> of having passed stones or having had any 
trouble in this or in the hidne> on the other side There was 
no evidence of papilloma The red spots which can be seen in 
the accompanying photograph are hemorrhagic areas of con 
nective tissue formation bleeding being caused by the splitting 
of the sac from ov erdistention 




REPORT OF A CASE OF GRANULOMA OF THE URINARY 
BLADDER 

In my experience this is \er\ unusual bladder lesion 
The patient is a female aged twentv e\ en y ears a teacher 
by profession She came to the clinic eehing rehef from fre 
quency and burmng at unnation 

Family History — Her father has diabetes or ome hidnev 
trouble One brother died of scarlet fe\er Otherwise the 
familv history 15 negative The patient is one of 8 children 
Previous Illnesses — Measles and mumps during childhood 
Quinzj sore throat frequentlv up to four vears ago when the 
patient had a tonsillectoim She is a frequent sufferer from 
colds and has a cough most of the time She has a hibton of 
food distress indigestion and pvrosis This has not been present 
for the last tw o y ears The patient had enuresis as a child and 
has had to unnate two or three times e\er\ night since that 
time 

Menstrual History — -This began at twenty years of age 
when it was regular and of a twenty -eight day tvpe After two 
years it became irregular At this time her menses came once 
every two or three months when she flowed for one day only 
During the last two \ears her periods are regular but the flow 
is very scant 

Venereal — Neissenan infection suspected two years ago 
This history is questionable as Neissenan organisms were not 
found 

Present Trouble — About A larch or April 1920 the patient 
had a sudden onset of fever and chills supposedlv a cold with 
severe headache and pain in the lower abdomen and pelvis 
She was m bed for six weeks following the onset During this 
time she had severe urgency and burning at unnation with a 
vaginal discharge Dunng the summer the patient was not 
well but was not bedridden In September she was able to 
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teach school again Her bladder was lavaged constantly and 
she was taking urotropmand tmctureol h\osc\amus by mouth 
At this time pvuna and frequency were troublesome In De 
cember the home physician made a cystoscopic examination 
The patient was told after this examination that her trouble was 
confined to the bladder and urethra She does not know if the 
ureters were cathetenzed Bladder la\ age was continued with 
out relief from s\mptoms She had a second acute attack about 
two weeks before I first examined her At this time frequency 
burning at urination and pyuna were present The patient 
appeared very ill 

Physical Data — General impression The patient is a young 
woman with a slightly anemic appearance She was somewhat 
nervous and fidgeted m her chair as if she wished to unnate 
Her temperature was 99 4 F pulse 80 blood pressure 114/70 

The head examination was negative except that the tonsils 
had been removed leaving old scars m the throat A slight 
inflammation of one inferior turbmate 

Neck examination negative 

Chest Heart area normal Systolic murmur at base dis- 
appears on sitting up Lun e s clear throughout Fluoroscopy 
Left ventncle appears pulled to left and there is a little lagging 
of the left diaphragm Stereoscopic plate of chest reveal a 
high diaphragm on the left side probably pushed up by gas 
The heart is a mitral type There l a marked hilus infiltration 
on the right side There is a fan shaped involvement of the 
parenchyma extending to the periphery and involving the apice 
on both ides Plate diagnosis Incipient pulmonary tuber 
allows questionable 

Abdomen Right kidney palpable and somewhat tender 
otherwise negative 

Pelvic Marked edema of labia minora and tissues around 
mtroitus Uteru in anterior position normal size Left tube 
and ovary normal Right tube palpable hard and indurated 
suggestive of a chrome inflammation Nothing acute Right 
ovary normal 

Extremities Normal no edema or skin markings 
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Urmahsts The first specimen of unne contained albumin 
-f- 4-4-4- and 40 to 50 pus-cells per high power field The 
phenol 'ulphonephthalein test was 4S per cent The unnarv 
c ediment was stamed for tubercle baalh but with negatne 
results 

Roentgenography of the unnan tract was negatixe for tone 
The outline of neither hidnex was viTble 

Blood studies Hemoglobin 40 per cent Red blood cell 
count 3 016 000 white blood-cell count 6700 Polvmorpho- 
nuclears 76 large lvmphocvtes 1 mall Ivmphocvtes 20 tran 
sitio nala 2 basophil 1 W as^ennann test three antigens all neg 
ati\e 

C\s!oscop% was done under gas ane>the^ia A. cv^ tills 
which was generalized and graded 3 on a cale of 4 was 
found No ulcers were ob er\ed Catheters were pa -ed mto 
both ureter- with ease and turbid unne was obtained from both 
ides Indigocarmm returned in fixe minutes from both «ide« 
Bilateral p\ elo-ureterograms rexealed chrome infection the 
ureter being somewhat dilated Creteral specimens collected 
for microscopic examination contained pu The sediment was 
stamed for tubercle baalh but none was found \ aginal and 
urethral mears were made repeatedh but xvere negatne for 
gonococa 

Dental examination x Rax disclosed 2 badl\ ab-a>-ed and 
2 dexitalized teeth 

Vfv diagnosis was (1) Bilateral pyelonephritis and cx-stitis 

(2) chrome infection of right tube tuberculou questionable 

(3) \-agimtis and endocerviatis (4) mapient pulmonarx tuber 
culosis questionable (0) canes of teeth 

Treatment consi ted of remoxxil of foci of infection regular 
pelvic lavage e\er\ fixe da\-s and daih bladder irrigation. 
Amemte of iron was gixen mtramu cularh once a dax The 
bladder symptoms sub ided ■mmewhat o that ten davs after 
the first evsto copx the bladder was more tolerant and the 
cv'tO'Cope could be pa^^ed without a general anesthetic. 
The cvstitis had unptoxed greatlx The cathetenzed ureteral 
specunens of unne contained le^s pus 
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Six weeks after the first examination the bladder mucosa 
was clear except for an area on the posterior superior wall which 
was -very red but not raised This area was very tender and 
bled easily The cathetenzed ureteral specimens contained 
only a few pus cells 

Nine weeks after the first examination the general condition 
of the bladder mucosa w as good except one area on the posterior 
superior wall about the size of a silver dollar The middle of 
this area was raised very red and tender and bled easily The 
cathetenzed ureteral pecimens were negative and no growth 
could be obtained on culture The patient complained of her 
bladder both m 0 ht and day Although our treatment had 
improved her somewhat in that her general condition was good 
she was miserable and discouraged Rest in bed helped some 
but her s>mptoms returned with their usual seventy when she 
was on her feet I had tned all the usual bladder irrigations 
and topical applications without relief Autogenous vaccines 
did not help The bladder urine contained only a few pus and 
blood cells I advised the patient to hav e the area in the bladder 
removed surgically because of the possibility of beginning 
malignancy 

A suprapubic evstotomy was made An area the size of a 
five cent piece which was raised at the edges depressed in the 
center and somewhat indurated was found m the location as 
observed with the cystoscope This small section of the bladder 
was surrounded by an area the size of a silver dollar which was 
very red and bled easily Resection of the bladder wall well 
outside the affected area was done The bladder was closed 
without drainage A Penrose dram was put into the prevesical 
space An indwelling catheter was introduced through the 
urethra The bladder healed in about ten days The catheter 
was removed after two weeks There was a slight suprapubic 
drainage but this diminished quickly until the wound closed 
completely A di tinct colon odor was noticed during the few 
days that the bladder drained supra pubically This was 
quickly controlled by mercurochrome (2 per cent ) injections 
through the catheter While m bed in the hospital following 
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the operation the patient seemed to be free from bladder symp 
toms However after she was home for one month her bladder 
symptoms returned 

Cvstoscop) five months after operation re\ ealed a red easilv 
bleedmg not raised area of inflammation l 1 b> 1 inches on the 
posterior wall of the bladder The cathetenzed bladder urine 
contains six to eight pus cells per high pow er field The catheter 
lzed ureteral unnes were negative except for a few blood cells 
Cultures were negative Pure silver nitrate fused on a probe 
was used to cauterize this area through the Kell) direct vision 



F g 544 — Ca e IV Granulation t ssue show ing a larg n mber of 
capilla es filled with pol> morphonuclear leukocytes There no p thelial 
covenng 

c>stoscope The immediate reaction was severe but after this 
had subsided the bladder symptoms were better The patient 
has not returned for a second treatment 

Sensitization tests for all food groups and for animals were 
negative The patient has gamed 10 to 12 pounds in weight 
since operation and feels fine except the bladder soreness and 
frequency 

Dr E T Bell s report of the specimen removed is as follows 
The tissue submitted for examination consists of a growth 
about 2 cm m diameter and of rounded shape The surface 
which is continuous with the mucosa of the bladder is reddish 
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and roughened and suggests granulation tissue Sections 
through the growth examined with the naked eye show a 
superficial growth which appears to extend down to the muscu 
laris It measures from 2 to 4 nun m thickness It has a 
hemorrhagic appearance and the under surface forms a rather 
even line that is there appears to be no infiltration beyond 
the limits of the mucous membrane 

Microscopic sections show a thick layer of \ ascular granula 
tion tissue There are large numbers of capillanes each con 
taming a number of polymorphonuclear leukocy tes The tissue 
between the capillaries shows extensive interstitial hemorrhage 
and a great many mononuclear leukocytes some of which are 
of the plasma cell type There are a verj few polymorphonu 
clears outside of the blood vessels The surface shows no 
epithelial covenng In the deeper parts of the mucosa the 
blood vessels are surrounded by thick zones of mononuclear 
leukocytes and the blood vessels in the muscular layer show a 
few of the same cells surrounding them 

Diagnosis A grow th composed of granulation tissue rhis 
type of growth corresponds exactly to a growth on the skin 
which is now called granuloma pyogemcum by dermatologists 
There are many diagnostic possibilities concerning this 
lesion from a clinical point of view However the pathologist 
throws many of them out as impossible after he has completed 
his study of the tissue I was tempted to let the bladder alone 
without resection The patient demanded that something be 
done to relieve her as soon as possible The question of mah 0 
nancy led me to resort to surgery mstead of waiting Pure 
colon infection m the bladder might produce such a condition 
which is very hard to cure Tuberculosis had to be considered 
although a single ulcer in this location is rare with negative 
kidneys Syphilis was thought of but we could find no addi 
tional evidence A tube or other organ adherent to the bladder 
might produce such a condition but when there is pressure on 
the bladder the picture with the cystoscope is quite different 
from what we have here 
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Certain kinds of food have produced chronic inflammation 
or irritation in the bladder The patient was tested for *ensi 
taxation toward food with a negative result Our next step 
will be to advise the patient to submit to regular hi giemc treat 
ment together with actinotherap) as u«ed for tuberculosis 




AN EMERGENCY METHOD OF CONTROLLING HEMOR- 
RHAGE FROM THE PROSTATIC URETHRA FOLLOWING 
THE PUNCH OPERATION 

This is the second instance in which it has been necessary 
for me to control a prolonged severe hemorrhage following the 
punch operation T he first time I packed the prostatic urethra 
and neck of the bladder through a cy stotomy incision 

The patient now under consideration is an old man of 
seventy seven years who had a prostatectomy five years before 
the present trouble I discovered a median bar and a part of 
two prominent lobes (the right lateral and median) which had 
recurred or were left at his previous operation When the 
patient consulted me he was able to void ver> little as most of 
his unne was residual The patients general condition was 
good His blood pressure was within normal limits for a man of 
his age The heart seemed to be in good condition The 
blood chemistry was normal Unnal) sis demonstrated only 
an occasional pus cell 

Under caudal anesthesia the punch operation as described 
by Young was done with the Braasch modification of the Young 
instrument Several bits of prostatic tissue were removed 
Before the sheath of the punch was withdrawn two small spur 
ters could be observed in the area operated on A large soft 
rubber catheter was introduced through the urethra and lhto 
the bladder following which the prostate was massaged lhis 
method before this experience had always controlled hemor 
rhage in such cases 

hollowing the operation the patient s unne continued bloody 
and on the third day because of hiccoughs or a sudden attack 
of coughing the catheter was forced out A large quantity of 
bnght red blood was passed through the urethra after the 
catheter came out An attempt was made to wash the bladder 
free of clots and to control the hemorrhage bv the reintroduc 
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MYOMATA OF THE UTERUS AND PREGNANCY 

Analysis of Cases and Discussion of the Question When Shall 
We Operate Upon Women with Myomata of the Uterus Com 
plicating Pregnancy? 

The case vv hich w e have before us today is a pregnant woman 
near full term with numerous myomata m her uterus Her 
condition not only calls for a consideration of the influence 
which these tumors ha\e had on her m the past and may have m 
her approaching labor but it also gives us the opportumty of 
discussing pelvic tumors complicating pregnancy We will 
report for purpose of comparison other cases of tumors myo- 
mata of the uterus which we have seen during pregnancy 
labor and the puerpenum 

Frequency of Myomata m Pregnancy — There is a great 
difference of opinion as to the incidence of this condition the 
figures \ arying from 0 7 to 42 per cent This disconcerting dis- 
agreement is probably due to the fact that some consider only 
those tumors which really complicate the obstetric condition 
and others include all cases with myomata however small 
Herbert R Spencer sa\s Tibroid tumors complicating preg 
mancy are quite common It may be stated with approxima 
tion to accuracy that fibroids occur about once in 150 pregnan 
cies If all sizes of mv omata are included my experience gi\ es 
a higher ratio than this and Munro Kerr states that if one mclude 
all cases the 42 per cent quoted above is not surprising 

When Do Myomata Interfere with Delivery’ — Dystocia or 
unusually severe pressure symptoms seldom occur when the 
1285 
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tumors are located in the upper segment of the uterus unless 
the) are pedunculated and drop down into the pelvis or grow to 
great size when operation ma> be necessary 

Myomata located in the lower segment of the uterus or cervix 
may mechamcall) interfere with birth or cause malpositions 
Tumors at the bnm of the pelvis even when projecting con 
siderabl) mto the pelvic cavitj are usually pulled up as the 
uterus grows or by retraction during labor the) rise enough to 
permit the child s head to pass (See Case I Fig 546 ) If 
ascent does not occur and manual pressure fail to disen a D e the 
head surgical interference will be necessary 

A mvoma located in the pelvis on the posterior surface of 
the uterus causes more trouble than one of the same size on the 
anterior wall because the promontory of the sacrum interferes 
with its as ent Pedunculated fibromyomata are uncertain 
factors (See Cases V and VII) Sometimes a long pedicle 
permits so much mobility that the tumor easily slips out of 
the way of the child on the other hand (see Case V Fi 0 s 552- 
554) on account of the same facility of mov ement it may drop 
low m the pelvis and may not be drawn up with the ascending 
uterus Occasionally the tumor is not seen until it has grown 
so large that it becomes firmly imprisoned in the pelvis resisting 
all efforts to dislodge it In this location a myoma may cause 
grave pressure symptoms or an abortion and in labor effectually 
block the passage of the child necessitating a surgical operation 

Pedunculated tumors may also have a twisted pedicle which 
calls for surgical interference The svmptoms are almost 
identical with those of ovarian cyst with twisted pedicle (Case 

VII) 

Effect of Pregnancy Labor and the Puerpermm of Myomata 
Increased Growth During Pregnancy — Myomata m the preg 
nant uterus almost always increase m size the rapidity and 
extent of growth depending on their location in the wall of the 
uterus The interstitial vanety probably on account of nch 
blood supply grow most rapidly and to the greatest size The 
submucous type often grow to considerable proportions depend 
ing on the breadth of their attachment to the uterus (Cases II 
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and III) likewise pedunculated tumors while less likely to reach 
a \er> great size may grow rapidl} especial!} if the pedicle is 
broad Occasionall} the blood suppl) is so decreased that 
necrosis raaj occur in pedunculated tumors independent of any 
twisting of the pedicle The enlargement is due to actual 
growth of the tumor elements and edema Some authorities 
assert that edema is the larger factor but m the few tumors I ha\ e 
enucleated tissue growth far exceeded the edema 

The mjomatn are so much softer than those found in the 
non pregnant uterus that the} are sometimes so mistaken for 
cjsts 

Decrease m the Puerpenum — After delivery the tumors 
decrease rapidl} It is possible that the} never disappear 
completel) but certainl} the} do become too small to feel 
Lordme reported a case in which a m>oma as large as the head 
of an eight months fetus decreased to the size of a hazelnut in 
twenty two days (Case VIII is an illustration of marked de 
crease) Munro Kerr says They occasionally do not decrease 
and sometimes even increase after deliver} 

Change of Shape — Changes in shape of the tumors are 
chiefly due to increase in size of nodules which at the tune of 
ph>sical examination were felt as onl> small elevations on the 
surface or even not palpated at all The most remarkable 
change is the flattening out of the tumor so that it is not defi 
nitel} demarked and appears as a marked thickening of the 
uterrng w all Munro Kerr pictures this condition in an unusual 
case showing the flattened out tumor extending from the brim 
of the pelvis to the fundus Case IV (Fig 551) also shows an 
example of this 

Impaction — A mjoma imprisoned in the pelvis may give no 
s> mptoms and slip up into the abdomen with nothing more than 
signs of discomfort (Case V Figs 552 553) but if the tumor 
become thoroughl} impacted the patient suffers unbearable 
pain has nausea and v omiting painful unnation and sometimes 
difficult defecation and the signs of threatened abortion (Case 
III Fig 549) bleeding and uterine contractions appear In 
this event if the tumor cannot be pushed 
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immediate laparotomy is called for the tumor being dealt -with 
according to its size location and the period of gestation 
(Cases 111 and VII) 

Degeneration m fibromy omata may call for surgical inter 
ference when tenderness and pain art evce sivt and uninfluenced 
by rest and sedatives Enucleation 1 the operation of choice 
unless the degenerated tumor has become infected 

Infections occur in myomata in the non pregnant and are 
more apt to supervene if the tumor is degenerated and it is 
particularly to be feared m the puerpenum especially if the 
tumor has been injured during dehverv Symptoms of in 
fection do not usually appear till two or three days postpartum 
Hysterectomy will usually be the operation of choice but if the 
infection be limited to a mass which can be enucleated completely 
without contamination we should hesitate to destroy the powers 
of reproduction 

Diagnosis of myoma 1 usually easy but the diagnosi of 
pregnancy in the presence of fibroids is often very difficult 
Many a surgeon has made the tragic mistake of removing 
a pregnant myomatous uterus Submucous myomata may be 
mistaken for the child s head In earlv pregnancy when one 
finds two masses m the pelvis it 1 often difficult to decide which 
is fundus and which is tumor 

Phantom Tumor of Pregnancy — I have never encountered 
the so called phantom tumor of pregnancy mentioned by 
Munro Kerr It is described as an 1 olated contraction of a 
portion of the pregnant uteru I wonder if this may not be a 
mistake in diagnosis due to a misinterpretation of the Braun von 
Fernwald sign of pregnanev— the onesided softening of the 
uterus in early pregnancy or to a failure to recognize the Pis 
cacek uterus — pregnancy in one cornu Time will usually 
clear up the diagnosis so unless there be a great emergency 
delay is advised 

Treatment — The treatment of myomata is determined not 
only by the size location type and symptoms but also by the 
period of gestation hbor and the puerpenum 

Management tn Pregnancy — First of all I wi h to emphasize 
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the point that therapeutic abortion has no place in the manage 
ment of pregnancy accompanied bv myomata of the uterus 
The modem development of surgical and obstetric know ledge 
and technic have entirelv eliminated this procedure as 
unnecessary and unsafe A great majority of cases wall not re 
quire surgical interference during pregnancy unless the tumors 
seriously disturb the "woman endanger her general health offer 
very probable or insuperable obstacles to successful delivery or 
finally if they jeopardize her life However it is just these 
occasional dangers that demand our most careful consideration 
for we want to know whether and when we should operate m 
pregnancy complicated by mvomata of the uterus In the 
interest of the child it is usuallv better to delay operation until 
after viability if circumstances will permit 

When the tumor is found in the pelvis in the early months 
of pregnancy try to push it out employing the knee chest or 
Sims position if necessary If this procedure fail one may vs ait 
to see what nature may accomplish but he must not delay till 
pressure svmptoms cause the patient unbearable suffering or 
the enlarging tumor too seriously interferes with the functions 
of the bladder and rectum Failure to release the tumor 
especially if accompanied by severe pressure symptoms calls 
for operation whatever the period of gestation While it is 
generally advised to delay operation as long as possible m early 
pregnancv in the interest of the child and because nature so 
frequently takes good care of the situation some few cases 
demand operation on account of incarceration size pressure 
symptoms or threatened abortion (Case III Figs 549 550) 
Other occasional cases should be operated upon as a matter of 
judgment ratheT than of demand because the size and location 
of the tumor and its rapid growth may make dangerous com 
plications of labor so certain and interference with gestation so 
probable that it may seem wiser to operate early in pregnancy 
than to wait (Case II) 

Choice of Operation — Enucleation is the operation of choice 
early in pregnancy (Cases II and III Figs 548-550 ) 

If hysterectomy is thought to be the likely choice the opera 
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tion should be postponed as long as possible (Case V) except in 
cases of emergency 

I shall not take time to discuss details of operating but shall 
content myself with a few points in technic that should be 
carefully observed for the purpose of reducing the danger of 
abortion The pedicle of a pedunculated tumor hould be 
clamped as far from the uterus as possible except when the 
pedicle is very long (Case VII) The enucleation of substrous 
and interstitial fibroids must be done slowly and yery gentl> 
The incidence of abortion following this operation is only 15 per 
cent but this figure can be still further reduced if meticulous 
care be taken to reduce the irritation of the uterus to the mini 
mum Myomata in the pregnant uterus as a rule shell out 
more easily than those m the non pregnant which may account 
in part at least for the small percentage of abortions following 
enucleation Myomectomy should displace hysterectomy in 
early pregnancy unless the uterus is too much involved either 
by the size or the number of tumors E\en myomata deep in 
the uterine wall (Case III) may be removed without abortion 
sometimes even when the utenne cavity is accidentally opened 

Another thing that mu t be carefully ob erved is the method 
of introduction and tying of sutures and ligatures Too large 
a bite or excessive tension may be factors in producing abortion 
Care must be exercised also not to rupture the corpus luteum 
of pregnancy which may cause abortion independent of man 
handling the uterus 

Too many operators give hysterectomy the preference over 
myomectomy on general principles and also because the tumors 
on account of their size look more formidable than they really 
are and because myomectomy is suppo ed to be followed by a 
hi a her mortality Wm J Mayo has refuted the idea that 
myomectomy is followed by a higher mortality than hysterec 
tomy Case Ilf illustrates the possibility of ucce sful enuclea 
tion of \erv large tumors from the pregnant uterus without 
alortion following Too mans hysterectomies are done m the 
early months of pregnancy and not enough attention given to 
pre ervation of the sacred function ot motherhood 
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Management in Labor — Obstetric maneuvers through the 
vagina are of little avail when tumors block the passage to 
attempt to drag a child past an obstructing tumor is a very grave 
error even when it can be accomplished by forceps version or 
craniotomy Injuries to the tumor inflicted by forcible delivery 
are far more dangerous than surgical procedures If the tumor 
be in the pelvis an attempt to push it out should first be tried 
failing this one maj in favorable cases aw ait retraction but if 
success does not follow cesarean section must be done follow ed 
by enucleation or hysterectomy as the individual case may 
require Tumors of the cervix can rarelv be pushed out of the 
way and they cannot be expected as a rule to retract There 
fore in such cases they must be removed preferably by the 
abdominal route and by enucleation when possible unless the> 
are submucous and protruding from the cervical canal Vaginal 
section is unwise except when the tumor is very small 

Choice of Operation — The choice of operation will depend 
upon circumstances Myomectomy or enucleation should be 
selected whenever the involvement is not too extensive or the 
tumors too numerous The dangers of this operation have been 
overestimated Either the enucleation or cesarean section may 
be done first Following enucleation the child should be taken 
by cesarean section unless the os is dilated when the child may 
be delivered by the vaginal route When doing a cesarean 
section after enucleation it is wise to go into the uterine cavity 
through the myomectomy wound when it is favorably situated 
for such a procedure but usually it wall be considered waser 
especially if the uterus is greatly involved to perform the 
cesarean section first followed by enucleation or hysterectomy 
The mortality of cesarean section follow ed by hysterectomy 
is twice as high dunng labor as the same procedure during 
pregnancy therefore one must be very sure that the operation 
will not be necessary if he allows labor to proceed Subtotal 
removal should take precedence over total extirpartion unless 
infection be present or feared on account of previous improper 
handling Cesarean section, without myomectomy should not 
be thought of except when the condition of the patient renders 
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it necessary to terminate the operation as quickly as pos 
sible 

Management tit the Puerperum — Surgical operation for 
removal of fibroids after deliver} should be delayed until the 
woman has had sufficient time to recuperate from her parturition 
and until the mvomata have completely involuted Injurv to 
the tumor followed b} necrosis or infection may create an emer 
gency requiring operation during the earl} puerpenum 

CASES 

Case I — A secundigravida aged thirtv four Menstruation 
began at age thirteen always regular but painful interval 
tvvent} eight da}s duration three or four days and flow mod 
erate till the age of twenty five when she noticed gradually 
increasing flow and the duration was lengthened to sue da}s For 
the last two years she has suffered from menorrhagia but no 
metrorrhagia and her dysmenorrhea which began at the age of 
sixteen has increased Last menstruation began Januarv 21 
1922 due October 28 1922 She was married when twentv four 
conceived first at twenty eight years and aborted when three 
months pregnant The present is her econd pregnancy in 
which she has had some flowing for a w eek at the third month 
of gestation She had some cramps and severe backache but 
after a week in bed the flow and pam subsided and she has had 
no other complications The patient noticed the irregularities 
in her abdomen but thought they were fetal parts She is now 
(October 20th) nearly at full term 

Examination — Woman apparently at full term Pelvic 
measurements 25-28-31-21-11 5 Numerous nodules are found 
on the uterus the largest about 8 cm in diameter located on 
the right anterior surface of the uterus (Fig 546) at the bnm of 
the pelvis others are scattered over the anteroir wall of uterus 
mostly above the umbilicus one as large as a lemon just below 
the navel to the left of the midhne Presentation and position 
OLA The tumors found in this womans uterus wall in all 
probability not dangerously interfere with her safe delivery 
because myomata located in the upper segment of the uterus 
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usually gi\e no trouble unless they are very large The largest 
tumor, while it is at the bnm ol the pelvis (Compare Tig 546 
with Tig i>55) and now in the wa> wall in dll probability be 
pulled upward bv the retraction of the uterus and permit the 
engagement of the head Nearlv all myomata of the lower 
segment if they are not too large eventually retract and the 
child is born spontaneously Tumors considerably larger than 
this one will usually give no trouble other than possible delay 



Ftg 546 — Case I Showing relatively large myoma which by retrac 
tion dunng labor did not interfere with delivery Compare Fig 546 with 
Fig 5sS 

even when located in the lower segment It is my judgment 
that the most we need fear in this case is inefficient pains and 
prolonged labor but dangerous utenne inertia is not the rule m 
these cases We wall however have to be unusuallv watchful 
in this case after delivery to prevent postpartum hemorrhage 
which is a common complication 

There are other interesting features in the past history of 
this case which frequently accompany myomata of the uterus 
We find that she had increasing dysmenorrhea not uncommon in 
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fibrom> omata Her increasing menstrual flow also i significant 
finall) taking the form of marked menorrhagia and we also 
find from her history that he was sterile the first four years 
after marriage and that in her first prtgnancj she aborted at 
three months and that she did not again concuve for it >ears 
and finally she threatened to abort at the third month of this 
pregnane) all of which occurrences not infrequently happen 
when the uterus is mvomatous 

We — This woman was spontaneously delivered of a living 
babv bov one week later after a normal though prolonged labor 
of thirtv one hours She did not ha\e postpartum hemorrhage 
This ca e is quite typical of the usual outcome 

While the incidence of fibroids complicating pregnancy is 
high it is relativ el> seldom that real complications anse Nature 
assisted b> modem obstetric knowledge and skill so often sue 
cessfullj overcome the difficulties that a conservative attitude 
is taken b> most obstetricians Con ervatism however does 
not here mean inaction The real conservativ e is he who know s 
when to adopt radical mea ures as well as when to avoid them 
There are a certain number of pregnant women with m\ omata 
of the uterus whose welfare as well as that of their babies 
will demand surgical operations 

It is to this class of cases relativelv rare but in the aggregate 
amounting to a considerable number that I wish especial!) to 
direct your attention 

Ihe necessit) for surgical interference does not depend upon 
the mere presence of the tumor but upon their we location 
rate of prow th and sv mptom particular!) tho e of pres tire 

Case II -Miss F later Mrs S aged twenty eight Men 
struation began at age twelve thirty da) type amount of flow 
moderate There were ne\er any clot fht number of napkins 
were two or three a day 

Fitst onsulted me in February 1919 for relief of backache 
which sh attributed to female trouble Two m> omata were 
found in her uteru one the size of a walnut located on left 
anterior urface of the uterus about the region of the internal 
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os the other twice as large was located on the posterior surface 
and to the right (Fig 54 7 ) 2vo other gynecologic conditions 
to account for the backache were found Her backaches were 
due to double sacro-ihac strain of which she was rehe\ed by 
strapping She was told of the presence of the myomata and 
advised that they had no relation to her complaint and that as 
the) were giving her no symptoms die need not worn about 
them She was howe\er instructed for the ^ake of safety to 



F n 547 — Case II Showing myoma of the uteru fo nd before preg 
nancy Same uterus pregnant at th ee and a half month shown in Fig 
548 Broken 1 ne indicates port on of tumor on posterior urface of uteru 

report for examination ey er> six months or so m order that she 
might be assured that the tumors were not growing She was 
informed that on account of their small size they would probably 
nexex give her am tTouble unless she should mam and conceiy e 
m which eyent she was instructed to be examined as early m 
her pregnane) as possible because during conception the tumors 
might be expected to grow Two )ears later in December 
1920 at the age of thirt) she was roamed — now Mrs S She 
conceiy ed in the first month of her mamage and remembenn" 
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my warning that the tumors might grow in case she became 
pregnant she very early in her pregnancy sought the advice of 
a physician in a distant atj to which she had moved after 
marnage He found that the tumors had increased considerably 
in size and she was sent bach to me for examination 

She consulted me on Apnl 20 1921 Her last menstruation 
which was less than normal was on January 1 1921 She was 
therefore three and a half or four months pregnant due October 
8 1921 She had complained of sex ere backache since Apnl 
13 th otherwise the course of the pregnanc> up to thi time had 
been normal On physical examination the uterus was found 
to be pregnant approximated three and a half months The 
two fibroids found m her uterus before her marnage had 
markedl> increased in size M> history notes sav The two 
small fibroids felt at a previous examination Februarv 1 1919 
one on the antenor surface to the left and a larger one on the 
posterior surface to the right have grown very marked!) and 
together effectively block the pelvic canal On account of the 
rapid groxxth pressure symptoms and location of the tumors 
an operation for an immediate removal of the fibroids was ad 
vised 

Operation — Two dajs later on Apnl 26 1921 laparotomy 
was performed for the removal of the tumors On openmg the 
abdomen a pregnant uterus of three and a half or four months 
gestation containing 4 m>omata was found We had palpated 
only two masses before operation the one posterior which we 
diagnosed as the larger tumor proved to be two fibroids very 
close together which had given us the impression of one large 
irregular tumor the two together after removal measunng 8 
x 5 2 cm The antenor tumor measuring 8 x 12 cm alter re 
moval was much larger than we had calculated because it was 
so deeply embedded m the utenne wall (Fig 548) It was 
situated near the internal os and extended out into the left 
broad li D ament Another m>oma 3 x 1- cm after removal 
which had not been recognized was found just above the larger 
tumor All were slowl> and gentlj enucleated deep bleeding w as 
controlled by matress catgut sutures great care being exercised 
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not to tie them too tightl} and the raw surfaces were approx 
imated with even more than usual care because we wished to 
avoid an> undue tension which might cause abortion The 
patient recovered without complications and was delivered 
normally at term after a ten hour labor 

When one operates upon a pregnant woman with m>omata 
of the uterus, particularly when he operates in the earl> months 
of pregnancy he is called upon to defend his position because 



Fjg 548 — Case II Shorn g the same uterus as pictured in Fig 547 
pregnant three and one halt months tumors \ ery greatly enlarged Re 
moved by enucleat on after which patient went to full term and was nor 
mally delivered Dotted 1 nes md cate the portion of the smaller tumors on 
the posterior urface This figure also sho\ s two m>omata not palpable 
before pregnancy (see Fig 547) 

the condition so mfrequentlj requires operation and if surgical 
procedures are used at all man> advise awaitmg developments 
later m pregnancy or in labor This w Oman w as operated upon 
earl) because of the location size rapid grow th of the tumors 
and pressure s> mptoms 

The location of the anterior tumor well down in the lower 
segment had alreidy grown from the size of a walnut to from 
six to ten tunes that size It was not only so low and so large 
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and still growing that it alone would probably interfere se 
nousl) with dehver> but opposite to it on the po tenor surface 
a little higher up was, another tumor in such a position that we 
feared that the two would as it were act together in their m 
terftrence These considerations together with probable much 
increased growth led u to abandon our usual conservative 
attitude and decide to operate We chose enucleation in prefer 
enct to hv tetectomv becau e we do not believe in removing 
the uterus earl) m pregnane) if it can po sibl) be avoided To 
make a woman incapable of motherhood requires a deadedl) 
positive indication If we had believed hysterectom) indicated 
we would h~ve awaited full term when a cesarean ection 
followed by hvsterectomv would be the operation of choice 

Case in— Mrs L aged fort) three grhvida I Last 
menstruation Februar) 21 1921 therefore she was about three 
months and ten da)s pr tenant 

This case was seen in consultation with Dr Ivar S nert on 
June 14 19^1 The cervix uten pointed upward and forward 
behind the s)mphvsis pubis The enlarged soft pregnant uterus 
was incarcerated in the posterior pelvis firml) against the 
promontory oi the sacrum The mass in the pdvis had the soft 
characteristic elasti feeling of a pregnant uterus Efforts to 
dislodge the uterus frtm the pelvis were unavailing A large 
irregular hard mass felt extending from the s) mph> sis pubis 
to 5 cm above the umbilicus w as diagnosed as a fibroid Other 
smaller tumors were palpated m the lower and upper segment 
of the uterus On account of the inability to dislodge the 
pregnant uterus from the pelvis we were fearful that the 
great size of the tumoT would prevent its nsmg and thtre was 
great danger oi causing an abortion Her pelvic measurements 
were large an i we felt that there wa no doubt she would deliver 
at full Urm if she could be relieved of the complicating tumor 
without abortmg We thought there was no chance of her 
going to full term on account of the imprisoned uterus and 
particular!) on account of the great si_e of the abdominal tumor 
I think if >ou will look at the accompanying illustration (Fig 
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549) you will agree with our conclusions that an abdominal 
operation was advisable 

On June 21 1921 she was operated upon b\ Dr Sivertson 
and the author Much to our surprise w e found that the pregnant 
uterus had come out of the pelvis and had rotated distinctl> 
toward the left but we still believed that on account of the size 
of the tumor an enucleation of the fibroid was indicated The 
bladder was found to be verj high reaching half vva> to the 
umbilicus drawn up by the tumor The origin of the large tumor 



F g 549 — Case III Show ng retroverted pregnant uterus incarcerated 
m pelvis with large myoma extending 5 cm above the umb hcus Removed 
by enucleation Broken lines indicate tumors behind the uterus hidden on 
account ol abnormal rotation 

was \ery broad covering almost the entire antenor surface of 
the uterus We discussed whether it were better to do a hys 
texectomy or an enucleation but we finally decided in favor o! 
the latter A longitudinal incision was made over the fibroid 
mass and with a small amount of cutting b> the scissors we 
were able to enucleate the tumor It had a very extensive and 
deep bed extending far down into the lower segment of the uterus 
Ligation of the vessels was necessary and mattress sutures were 
introduced and tied gently — sufficient onl> to control hemor 


1300 


JEVNINGS C LITZENBERG 


orhage We were careful not to make the sutures tight Too 
tight tying is one of the causes of abortion m enucleation of 
fibroids from the pregnant uterus 

In size the tumor was 7 inches long 6 inches broad and 5 
inches thick a very large tumor lor a uterus, a little more than 
three months pregnant There were several smaller myomata 
2 m the lower and 3 m the upper uterine segment all of which 
were removed In all our manipulations we were particularh 
careful to avoid rupture of the corpus lutcum pregnanev which 
was found in the nght ovjry because this m itself nuv cause 
abortion The patient lift the table m good condition As 
soon as he reached her bed morphm was given synergist icdlly 
(Gwatbmy) that is | gram morphm and 3 c c of 25 per cent 
sterile chemically pure magnesium ulphate This was con 
tmued for a few doses to reduce the possibility of abortion Ihe 
patient had an uninterrupted recov ery There w ere no symptoms 
of threatened abortion at any time She left the hospital in 
good condition 

I am indebted to Dr Snertson for the following postoperative 
and delivery notes 

July 25th One month after operation the patients con 
dition is very fine Her only trouble is constipation 

August lith Patients < ondition is vfrv good Has felt 
fetal movements The uterus is two finger breadths above the 
umbilicus 

December 3 1921 In labor At 4 a m Decembers 1921 
the membranes ruptured She was delivered at 9 4a a m De 
tember 3d of a living baby girl wu Q hing 9 pounds Hemorrhage 
was moderate although the uterus seemed to have a tendency 
to soften up There is a feeling of hardness near the rmdbnc 
which is probvbly the car ti ue of the utenne wound following 
the nucleation Mother and babv left the delivery room in 
g jod condition The delivery occurred on the two hundred and 
seventy ninth day after the last menstruation Her puerpenum 
was normal 

The primary conditions leading to a decision to operate upon 
this woman were the incarceration of thi pregnant uterus be 
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neath the proraontor> of the sacrum and the excessively rapid 
growth leading to the great size of the tumor so early m prcg 
nanc> and the pressure symptoms We were of the opmion 
that the weight of the large tumor was a factor in preventing 
the nse of the imprisoned uterus out of the pelvis and on ac 
count of the retroflexion of the womb and the pressure symptoms 
complained of by the patient we feared an abortion which 
would be a particular calamity in this case because she was an 



Fjg 550 — Case III Showing same uterus as Fig 549 Note distinct 
rotation of uterus and tumor to left following release from forces holding 
them in abnormal twi ted position in the pelvis Broken lines parts of 
tumors on posterior urface and dotted lin shows area of attachment of the 
large tumor on the anter 0 wall 

elderly pnmigravida fort} three years old Furthermore we 
felt that even if the uterus should nse out of the pelvis the 
tumor was a real menace both to her pregnancy and to her 
labor We were mistaken in our conclusions that the mcar 
cerated uterus could not be liberated for we found the uterus 
abo\e the bnm (Fig o50) of the pelvis at the operation but 
we still had the \ery large myoma to deal with After the 
abdomen was opened the decision between enucleation and 
h} sterectomy was not an easy one for the large tumor with the 
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five smaller ones made the task look rather formidable However 
we chose enucleation rather than to deliberately sacrifice the 
baby and abandon dll future hope of offspring 

Case IV — Mrs B This is one of those rare cases of flat 
interstitial fibromyoma of the uterus (Tig 551) It was in the 
lower segment extending somewhat below the bnm preventing 
the head of the baby from entering the pelvis She was first 



F g 551 — C se IV Illu t t ng flatte d t rst tial myoma of th 
ut r wh h s m d no Id vtably t fe w th d 1 ry Turn r r 
t ctdd ng labo d the w ma w d I ed n m fly 

seen m labor after she had been having pains for many hours 
und it seemed that the head could not possibly enter the superior 
strait This case impressed me very profoundly because it 
Was seen during my student days m Professor Schauta s Clinic 
All of his assistants were of the opinion that the woman would 
not only be unable to spontaneously deliver but that she could 
not even engage the head While my advice was not asked 
I was very strongly of the opinion that the assistants were 
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correct in their conclusion and I an as ver\ much surprised N\hen 
Professor Schauta after examining the w omm said that she 
would deliver normally v\hich she did several hours later 
This case forcefull> illustrates the fact that v\e must not be 
be uu hurr> m forming conclusions that a bab> cannot be 
bom spontaneously because there is a tumor in the low er segment 
for the poll ers of retraction of the uterus are so great that e\ en 
tumors which seem impossible of ascent wall be drawn upward 
and out of the waj of the presenting part 



Fig 552 — Case \ Showing m>oma of uterus incarcerated in pelvia 
posterior to three months pregnant uterus Thi pro\ ed to be a pedunculated 
tumor found at differ nt examinations in three d fferent positions (See 
Figs 553 554 ) 

Case V — Mrs A aged twenty three pnnugravida Pre 
sented herself for examination when three months pregnant The 
uterus was anterior easily diagnosed as a pregnancy but was 
pressed markedly forward agamst the symphysis pubis and the 
abdominal w all The \ aginal examination rev ealed a hard mass 
(Fig 552) behind the uterus fixed underneath the promontory 
of the sacrum The tumor was about 6 b\ 10 cm m size 
xery hard immovable and it seemed to me that if it con 



3304 


JENNINGS C LITZENBLRG 


turned to grow rapidly that even if it should ascend into the 
abdominal cavity or could be pushed up that its size alone 
would materially interfere with deliver} I did not tell the 
patient of my fears but informed her husband that the tumor 
would probably not make an operation, necessary during pieg 
nancy as there w as a chance of it ascending spontaneously or 
of being pushed up He was told hovvtv er that at the time of 
delivery we would probublv perform a cesarean section She 



Fig 553 — Case V Same t mor as hown Fig 552 at th nth month 
of pregn ncy Po t\o of turn no* nt to t s 

was ordered to report frequently for examination which she did 
At the seventh month I was not rerj great!} surprised to find 
that the tumor had nsen out of the pelvis because I have seen 
this occur ver> unexpected!} m cases in which we thought such 
an event impossible but I was ver> much astom hed to find 
that the tumor now was not lying posterior to the womb but 
anterior and to the left and now that it was more accessible it 
was found to be oblong and target It w as not entuel} out of 
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the pelvis the anterior pole being below the bnm behind the 
symphysis but the greater portion of the tumor was lying above 
the pelvic bnm (Fig 553) It was somewhat mo\able I was 
still of the opinion that the tumor would probably interfere with 
deliver} but I did not feel quite so sure of my ground as I had 
at the previous examination on account of the location of the 
tumor and its moderate mobility I thought it might be a 
pedunculated fibroid with a short pedicle which could be pushed 



F g 554 — Case V Same tumor as sho\ n in Figs SS2 553 no v shown 
posterior to the uterus immediately after del very Tumor evidently had a 
long pedicle 

out of the way during labor but I still bclie\ed that we would 
need to do a laparotom} at the time of deliv ery 

At seven months I found the same condition but at eight 
months I was dumbfounded when I was unable to find the tumor 
at all It could not be palpated anterior to the uterus it was 
not in the pelvis and therefore I concluded that it had slipped 
behind the uterus where it could not be definitely palpated 
Dunng pregnancy it is not uncommon to miss the diagnosis of 



1306 JENNINGS C LITZENBERG 

an ovanan c>st which maj be hidden behind the uterus but to 
be unable to find a tumor ol this size which had previously been 
palpable was rather disconcerting The head was now engaged 
and of course I now knew that the bab) could be born spon 
taneously and informed the husband that the operation would 
not be necessary and to make a long storj short she was 
uneventfully delivered of a normal child 

Immediately postpartum the tumor was found as I had 
anticipated posterior to the uterus but to my surprise on the 
nght (Fig 5S4) instead of on the left Evidentl) this tumor 
was one with a long pedicle because I found it m three different 
locations first behind the uterus in the pelvis second out of 
the pelvis in front of the uterus on the left side and in the puer 
penum posterior to the uterus on the nght side 

This woman has only recent!) been delivered What our 
further procedure will be wall depend upon the size of the tumor 
after involution is complete My opinion is that at the proper 
time it will require surgical removal because although she came 
through this pregnane) without complication we may not be so 
fortunate the next time and I fear there is danger of a twisted 
pedicle where there is so much mobility 

Case VI — Mrs 1 A„e twent) three She was seen first 
m beginning labor ^he had several fibrom)omata m the fundus 
of the uterus and one tumor of moderate size about 4 inches m 
diameter in the lower segment on the left anterior wall of the 
uterus palpable per vagrnam partiall) in the pelvis and par 
tia.ll) above the bnm (Fig 555) lying m a position which short 
ened the n c ht oblique diameter of the pelvis This is the type 
of tumor that in m) judgment would in all probabiht) ascend 
during labor with the retraction of the lower segment This 
usuall) occurs with tumors m this location even when the) are 
quite large as in Case I (compare Fig 555 with Fig 546) In 
the absence of an> other complication I should have advised 
that the woman be permitted to go on in labor and would have 
expected her to deliver but she had a moderatel) generally 
contracted pelvis with the following measurements between 
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anterior superior spines 23 cm between the crests of the ilium 
25 cm between the trochanters 29 cm external conjugate 17 cm 
and the diagonal conjugate from the low er border of the symphj 
sis to the promontory of the sacrum 10 cm giving us an estimated 
true conjugate in this type of pelvis of 8 cm 

We have here then also to consider the possibility of de 
livery in a borderline contracted pelvis m which the chances of 



Fg 555 — Cas VI Showing mjoma at brim of pelvis which under 
u al circumstances probably would have retracted permitt ng spontaneous 
delivery (compare with Fig 546) but moderate contraction of the pelvis 
also be ng pre ent cesarean sect on was done Uustr t ng how two com 
plicat ons neithe one of wh ch would alone be an ndicat on for a cesarean 
section but comb ned fu mshed such an ndication 

spontaneous birth are moderately good We know that in all 
degrees of contracted pelvis taken together about 80 per cent 
deliver spontaneously and that with a conjugata vera of 8 to 
8| in the neighborhood of 40 per cent wall hav e normal births 
and the percentage is very greatly increased if we add to this the 
cases that will be successfully delivered of a living child by 
forceps after engagement of the head As far as the pelvis alone 
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is concerned we would certainly ha\e given her the tnal of 
labor with reasonable expectation of a spontaneous deliver} 
We have here then two complications of pregnancy neither 
one of which alone is a positive indication for surgical inter 
ference but in our judgment the presence of the two comphca 
tions together the tumor and the borderline degree of conttac 
turn justified the conclusion that operation was indicated 
Therefore cesarean section was determined upon and success 
full} performed resulting in a living baby and mother who 
recovered promptly 

There is room for a difference of opinion in this case but 
v\e came to oat conclusion on the grounds that the two quts 
tionat It factors added together gave us a sum of possible difficul 
ties which justified our course 

Case VII —Mrs K aged thirty two nulbpara Mamed 
nearly ten years never pregnant before On physical examma 
tion the patient was found to be three months pregnant with a 
fibroid m the pelvis near the bnm and according to our judg 
ment surgical interference was not indicated because we be 
lieved that the tumor would either ascend with the growth of 
the uterus or would retract during labor Three weeks after 
the examination however she was taken with a very acute 
severe pain which was not like the characteristic pains of a 
threatened abortion but similar to th symptoms of a twisted 
pedicle of an ovanan cyst The patient lived near Minneapolis 
and was immediately transported to the ho pita! placed in bed 
and given sedative On physical examination we found that 
the tumor had nstn out of the pelvis that the uterus and tumor 
were painful and the tumor particularly sensitive to pressure 
and it was very freely moveable We made a diagnosis of the 
fibromvoma with twi ted pedicle The abdomen was opened 
and the twisted pedicle tied ina ed and covered with peritoneum 
The patient made an uneventful recovery She left the hospital 
at the end of two v eeks has had no further symptoms and is 
now pregnant m her eighth month 

Pedunculated fibroids are not very uncommon but twisted 



MYOMATA OF THE UTERUS AND PREGNANCY 1309 

pedicle occurs less frequently than with o\ anan cy sts probably 
because the pedicle is apt to be broader and the tissue of the 
pedicle firmer 

Case vm —Mrs W 1 w as called to see this case three day s 
postpartum she had been deli\ ered normally but had dev eloped 
a temperature which seemed to be accounted for by a respiratory 
infection I was called to exclude the possibility of the tern 
perature being due to a pelvic infection In the course of the 
examination I discovered a myoma arising from the right wall 
of the uterus extending out to the pelvic brim By abdominal 
palpation I estimated the size of the tumor to be about 5 inches 
long 3 inches wide and 2 inches thick The great reduction in 
size of the myomatous tumors following deliverv 1 well lllus 
trated in this case 

Three years later I had occasion to operate on this woman 
for another pelvic condition Before opening the abdomen 
remembering that we had previously found a myoma in her 
uterus we endeavored to locate the tumor by bimanual palpation 
but were unable to do so If we had not opened the abdomen 
we might have reported as others have that my omata sometimes 
disappear after delivery but after the uterus was exposed we 
found that the tumor which was 0 inches long before was now 
verv small no larger than a hichorv nut 

Case IX — Mrs G aged twenty seven pnmigravida 
Pregnancv normal except that sev eral small my omata w ere found 
scattered over the bodv of the uterus No large ones were 
detected Position and presentation OLA She had gone 
through a normal pregnancy but engagement had been slow and 
ill advised application of high forceps had resulted in the death 
of the babv before a consultant was called Even after per 
foration of the head of the dead fetus and application of the 
cramoclast delivery of the shoulders was still impossible 

Seeking for the cause of interference a submucous fibroid 
about S cm m diameter was found protruding from the utenne 
wall into the space between the fetal head and the anterior 
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shoulder pressed firmly against the neck and pret entrng the 
passage of the shoulder (Fig 556} After rotating the 
shoulders mto the opposite — right oblique— diameter delivery 
tv as accomplished with no further difficulty 

The tumor was on the inner left lateral ’Rail of the uterus 
and had evidently grown into its j osition as it and the bab\ 
developed together A thorough examination durmg pregnane* 
or early in labor would possibly hate revealed the presence of 
this tumor which by its peculiar location was bound to interfere 



F g 556 — Case I\ Show ng subm tou» m> m p j ct ng i t l r ne 
cav t> b t t aterfen g w th th g g m nt of th h ad but nte f g 
w th the d 1 v ry of the ho ider 

with the descent of the shoulder and the shoulder presented 
the retraction of the tumor Probably a cesarean section would 
hate been the onlv means of getting a Using baht 

This tumor was in a ten unu uallocation and it would hate 
been undoubtedly a very difficult thing to hat e made a diagnosis 
but I think a trained obstetrician would hate located the difficulty 
and hate recognized the necessity of a cesarean section 


MYOMATA OF THE UTERUS AND PREGNANCY 13H 


CONCLUSIONS 

While mjomata in the pregnant uterus are common the) 
seldom dangerousl) complicate pregnancy labor or the puer 
penum and still less often require surgical interference How 
ever a few cases require operation on account of size rapid 
growth location m the lower segment, mcarceration in the 
pelvis pressure symptoms threatened abortion, or when accom 
pamed b) contracted pelvis To determine which exceptional 
cases should be operated demands acute obstetric and surgical 
judgment therefore no operation for myomata of the pregnant 
uterus should be undertaken without the opinion of an expe 
nenced obstetncian 
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Miller Hospital St Paul 


CASE I SUBACUTE PERFORATION OF GALL BLADDER 

WITH INTRAPERITONEAL ABSCESS FORMATION 

Tins patient is a woman thirty nine years of age the mother 
of 3 children, the youngest fifteen years of age She had 
diphtheria seventeen years ago and was subject to tonsillitis 
until the tonsils were removed six years ago Previous to the 
present illness she had had three severe attacks of abdominal 
pain one two years ago when she was confined to bed two 
weeks one five months ago and one seven weeks ago Her 
physician says she had no fever with any of them The pain 
commenced in the epigastrium and was very severe and con 
trnuous It showed a tendency to radiate to both shoulder 
blades but eventually locabzed just above McBumeys pomt 
The present attack commenced eight days ago with severe con 
tinuous pain in the epigastrium radiating to both shoulders 
The following da} her physician was called and administered 
morphin The next day it was still severe but had moved to 
the nght lower quadrant Just above the area a mass the size 
of an orange developed m the next few days A diagnosis of 
gall stones had been made but I felt some uncertainty because 
of the entire absence from the histoty of food idiosyncrasy or 
gas belching and because the greatest tenderness was located as 
low as the umbilicus The persistency of the pain and the 
slight fever that now appeared 100 F were strongly suggestive 
of an acute empy ema of the gall bladder, but the tender area 
and mass (Fig 557) were too low and there was a zone between 
this and the liver margin that was free from tenderness The 
leukocyte count show ed 19 550 with 89 per cent of polymor 
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seemed to pomt pretty definitely to a retroperitoneal cause 
It still appears so and I am entirely unable to account for it 

Subsequent History — The patient left the hospital thirteen 
days after operation and has been perfectly well ex er since 
except for a sinus at the point of drainage Two and a half 
months afterward about a dozen more small stones were dis 
charged 

Seyeral week later after cohch> pain ueial dozen more 
small stones escaped but the sinus persists Evidently the 
rupture in the gallbladder persists and that organ i not jet 
free from stones 

\s pointed out some j ears ago acute empyema of the gall 
bladder presents almost mvanablj a tone impacted at the 
entrance to the cystic duct and I bdiex e it is the impaction at 
this pomt that determines the empjema The cjstic arterj 
approached the gallbladder from abo\e downward and out 
ward and not parallel with nor m close relation with the cjstic 
duct For this reason a stone impacted m the duct cau e* no 
interfer nee wnth the blood supply of the gall bladder while one 
ljrng in the ampulla at the entrance to the duct makes pressure 
upon the wall at the point where the cjstic arterj enters it 
The circulation is thus impaired and empj ema readth results 



CASE II SUBACUTE PERFORATION OF GALL BLADDER 

WITH INTRAPERITONEAL ABSCESS FORMATION 

PERNICIOUS ANEMIA 

The pathologv in Case I presents a feature so uncommon 
that it mav be of interest to report bneflj another case with an 
mtrapentoneal abscess of like origin and almost identical fea 
tures but presenting in addition another entireh different 
pathologic entitv 

This patient was a woman sixtv four \ ears of age the mother 
of 6 children She had had two or three attacks of jaundice 
in the past fi\e> ears each lasting about a w eek not accompanied 
b\ severe pain or causing confinement to bed During the 
preceding three or four months she had noted a lo of appetite 
belching of gas and weakness also occasional numbness, of the 
hands Examination di clo«ed a mas the size of a grape fruit 
located beneath the right rectus mu cle at the level of the 
umbilicus It was rounded smooth fairlv firm and tender 
It did not move with respiration There was a non ensitue 
zone between it and the liver margin There was constant dull 
paw in the mass and at times pain beneath the co tal margin 
not radiating to the back or shoulder the *kin howed no jaun 
dice but had a peculiar pale appearance There w as little loss 
of flesh The unne showed a trace of albumin but no casts Her 
hemoglobin was 38 per cent red count 1 490 000 white count 
9450 with 86 per cent of polvmorphonuclears The tempera 
ture ranged from 99 3 to 103 2 F pulse from 90 to 110 The 
mass was evidently inflammatorv and incision under gas resulted 
in the evacuation of 400 or oOO cc of rather thick pu The 
walls of the abscess were made up of adherent coils of bowel and 
the abdominal w all The free pentoneal cavit> was not opened 
and no further evidence was obtained to indicate the origin of 
the infection but the gall bladder was suspected 
* 3*7 
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The subsequent history shows that drainage ceased in. about 
a month but three months later the patient was readmitted to 
the hospital complaining of the same pain beneath the right 
costal margin slight swelling of the ankles shortness of breath 
and weakness In contrast with these svmptoms she had lost 
httle in weight the subcutaneous fat was well preser\ed The 
skin pre ented a sallow not jaundiced appearance The tongue 
was pale and she complained of 1 constant bitter taste The 
knee jerks were absent The suspicion was now aroused that 
perhaps we had also a pernicious anemia and a. reference to her 
previous blood findings lent weight to the suspicion although 
her blood picture now showed nothing that might not result 
from a sev ere secondarv anemia hemo 0 lobin 36 per cent red 
blood count 2 830 000 white 1850 polvmorpbonuclears 46 per 
rent lymphocytes 52 per ant anisocytosis marked poiki 
locy tosi slight in occasional normoblast x Raj disclosed a 
shadow which was pparentlj that of a single large stone m the 
gallbladder After transfusion with 500 cc of citrated blood 
the stone was removed under local anesthe 1 a but no definite 
improvement followed and sub equent blood eliminations 
pointed more and more strongly to a definite diagnosis of per 
tucious anemia 

She remained in the hospital two months during which time 
she received three more transfusions when the hemoblogm was 
58 red count 2 o90 000 white 4100 (P M N 55 per cent 
Kmphotjtes 45 per cent) amsocjtosis marked poikilocytosis 
sbght nucleated reds none The improvement proved quite 
transitory and in spite of a filth transfusion the patient has 
steadily lost ground and died of pernicious anemia 

In this case the pernicious anemia should probably have 
been recognized much sooner but m the beginning was over 
shadowed bv the unusual surgical condition and later was 
thought pos ibh to be a severe anemia secondary to demon 
strated old empy ema of the gall bladder with the typical finding 
of stone impacted at the entrance to the cystic duct 

This Cd e and the preceding one demonstrate the importance 
of p\ elographv in the diagnosis of obscure abdominal tumor 



CASE rn DERMOID CYST OF THE PANCREAS 


This case presented onginall) a problem m diagnosis which 
his now resolved itself into one of treatment The patient is a 
married mm fort> jears of age who first presented himself 
for diagnosis and treatment o\cr a jear ago His complaint 
was of rheumatism chief!) in the back and mostlv on the right 
side This trouble had commenced three ) ears pre\ loush and 
a simple appendix operation had been done about twentv >ears 



Fig 5:>9 — Case III Cv t of pancreas calcium deposit in alls 

before His appetite was good and the bowels regular but he 
complained of gas rolling m the abdomen after meals and without 
dependence upon the character of the food eaten There had 
been no loss of weight or failing in general health and he had 
been able to work regularl) 

Examination at once disclosed a mass (Tig 559) about the 
size of a grape fruit chiefly in right upper abdomen but extendmg 
13 9 
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slightly to the left of the midline It was firm smooth and 
regular in outline and slightly sensitise to pressure It did not 
move with respiration and there appeared to be a slight interval 
between it and the li\ er dulnes There was nothing in the past 
history to throw any light on the nature of the tumor and the 
urinary blood and other physical findings were negative The 
diagnostic possibilities considered were tumor of the kidney 
cyst (echinococcus) of the liver and tumor of uncertain retro 
peritoneal origin A pyelo 0 ram (Fi 0 ^60) pretty defimtelv 



F g 560 — C III Cyt f p p> I g m I m t gU y 

p bl fm 

eliminated the first and the fluoroscopic demonstration that the 
duodenum lay on the antenor surface of the tumor should prob 
ablv have excluded the second which was regarded as the most 
probable one ui spite of this finding 

Incision from the ensiform cartila 0 e downward and slightly 
to the right showed that the mass lay behind the posterior 
pentoneum I xploration through the gastrohepatic omentum 
showed pancreatic tissue covering the surface of the tumor as 
did also that through the gastrocohc omentum and that made 
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from the nght side behind the duodenum which was displaced 
forward The conclusion was inescapable that the tumor 
originated in the pancreas itself Because of the intimate 
relations of important structures to the mass which was now 
felt prett> certainly to be c> stic rcmov al appeared too hazardous 
to be undertaken The gastroduodenal \ esscls lay on its surface 
the abdominal aorta and inferior vena cava were behind the 
portal a ein behind and the common duct on the right Marsupi 
alization w as iccordingly done and the C) st opened the incision 
tra\ arsing about A cm of pancreatic tissue before the firm and 



Fig 361 — Case III C>st of pane eas 

rather fibrous cjst avail was exposed The contents disclosed 
the grumous greasy material characteristic of dermoid cysts 
as well as a few short hairs There was a considerable amount 
of calcareous deposit in the lining 

Dermoid cjst of the pancreas is apparentlv very rare The 
onlj other case I ha\ e been able to find is that reported bj Judd 
in which the evst occurred in the tail and was removed tn situ 
without opening Because of the nature of their lining dermoid 
c>sts yield notoriously unsatisfactor} results following simple 
drainage Had the real character of this one been known it 
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would perhaps have been wiser to accept the additional risk 
invoked in extirpation without opening though this would 
certainlj have been great The cavitj still drams Zenker s 
fluid was first emploved and later radium in an attempt to 
produce necrosis in its lining membrane Neither produced 
appreciable re ults though the radium w as introduced once onlj 
because of fear of effects bejond the cjst wall as well as the 
obvious inability to affect all parts equal lj Multiple strength 
Dakin s solution after the plan employed with such success bj 
Gatch in old empvema cavities is now being tned A profuse 
vv iterj di charge persists though the man is in excellent general 
health and works dai!) The accompanying x rajs (Fi s 06I 
a 62 ) show the reduction in the size of the cavitj 



CASE IV FIBROMA OF OVARY FIBROMA OF LABIUM 
MAJUS 


This case presents two points of interest "Hie patient is 
an unmarried woman thirty five >ears of age She is large and 
strongl) built and weighs 230 pounds She comes complaining 
of swelling of the left leg which has been present continuousl> 
for the past six months For a week there has been some 
discoloration of the skm like that seen in v ancose \ eins There 



Fig 56' 5 — Case IV Cavity rema ning afte thirteen months of drai age 
(injection with sod um brom d olution) 

had been slight swelling m both feet disappearing overnight 
before the ad\ ent of the persistant edema in the left leg Except 
for this trouble she sa>s she is m perfect health save that five 
dajs before menstruation she has pain in the left lumbar region 
which is entirely relieved by the application of hot towels and 
evacuation of the bowels following a dose of citrate of magnesia 
The flow itself is painless and normal in amount 
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Examination shows marked swelling of the left limb and 
slight swelling of the right fhe veins are omewhat vancosed 
on both sides Palpation meals an abdominal tumor rounded 
hard and smooth and extending from the pubis to a point on the 
right side 3 cm above the navel On the left it reaches a level 
7 or 3 cm below the navel and there is a sulcus between the 
two pottions On vaginal examination a hard smooth mass i 
felt projecting downward behind the symphy sis but the cervix 
cannot be reached A diagnosis of fibromyoma of the uterus 
is made 



F g 563 — L IV bketch f la g f b m of ght o ar> 
compiet tv f U g i oiv s nd ill se t g up po t jx t e m t po nt 

’ t mbeth mblcs 

I rom the right labium % slender pendulous mass han b s for 
a distance of IS cm Its extremity is pear shaped and 2 cm in 
diameter and its stalk is 2 cm in diameter Tsormal skm covers 
the proximal half while the surface of the distal portion presents 
a fibrou appearance Ihe whole tumor sw ells somewhat dunng 
menstruation It is painless but annoym 0 becau e of its location 
This econdary tinding of fibro dvpomat’) of the labium 1 of 
some interest 
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On opening the abdomen it is found that the mass on the 
left is the uterus containing a number of small fibroids and 
pushed upward entirel> outside the true pelvis The mam mass 
instead of arising from the uterus as had been supposed, appar 
ently takes its origin from the right ovary of which no vestige 
can be recognized The nght tube traverses the surface of the 
lower portion of the tumor which separates widely the leaves of 
the broad ligament on the right side and elev ates the left out of the 
true pelvis This space is so completely filled bv the tumor that 
the fingers are introduced with difficultv between it and the 
pelvic wall on either side On the right side the tumor has 
elevated the posterior parietal peritoneum to a level 2 to 3 cm 
abov e the umbilicus 

Dislocation of the mass out of the true pelvis is impossible 
and mvomectoipv offers the means of remov il This is followed 
by hysterectomv Conv alesc ence without incident 
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SOME DISABILITIES OF THE KNEE JOINT 

The knee joint presents an unusual number of interesting 
conditions which possessing certain symptoms common to all 
of them makes diagnosis at times difficult or impossible The 
grouping of some of these conditions under the caption Internal 
Derangements seems to impl> an interlocking of clinical 
phenomena 

Circumscribed mjunes of the interior of the knee joint 
which has been suggested as a substitute expression for this 
grouping is also useful as an aid to the clinical approach 

Perhaps a combination of the two circumscribed mjunes 
of the interior of the knee joint leading to internal derangement 
would broaden our conception as to the number of the conditions 
and at the same time emphasize the character of the s>mp 
tomitology Catching and locking of the joint always suggests 
to the clinician the probable nature of the condition A number 
of comparatively recent experiences* has demonstrated the 
necessity for keeping tn mind the various possibilities dunng 
clinical investigation and later operative approach 

Repeated catching of the joint is common to many diseases 
and mjunes while actual locking is confined to a limited number 
Intermittent locking always suggests a recurnng displacement of 
a semilunar cartilage Permanent locking may result from other 
causes 

The sudden appearance of this phenomenon after slight 
trauma led m a recent case to a diagnosis of injured semilunar 
cartilage until a radiograph disclosed a loose body in the joint 
A man of fifty five was sawing a board when he experienced 

3* 
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sudden pain m his knee and the joint at once became locked and 
remained so for thtee weeks The radiograph showed not only 
the loose body but a defect m the mesial condvle of the lemur 
in the location characteristic of osteochondriti dissecans 
(fig 164) On opening the joint the bone fra Q ment which 
had suddenly become extruded from the articular surface of the 
femur was found to be attached to ome strands of the posterior 
crucial ligament which held it anchored in such a po ition that 
extension of the joint was impossible The patient assured me 


5 , 

J 


F t, S64 — Loose body d i to o t ocho 1 t d ecans cau ng I k ng of 
1 nt f th ce week 

that he had had no symptoms referable to his joint preceding 
the sudden pam and locking 

Osteochondritis dissecans besides being responsible for 3 
large number of loose bodies in joints with their attendant 
symptomatology is productive of clinical manifestations pnor 
to the extrusion of the dissected loose fragment 

The pathogenesis of osteochondritis dissecans it max be 
stated is up to this time not settle 1 The name gnen by 
komg in 1S87 is descriptive of a di sectmg process which gradu 




SOME DISABILITIES OF THE KNEE JOINT 


I 3 2 9 


ally brings about the separation of an osteocartilagenous bodj 
which appears in the joint as a loose bod> (joint mouse) 

To the clinical acumen and pathologic know ledge of Komg 
we owe what we know of the obscure and interesting process and 
while not much has been added to his observations the x rajs 
have enabled us to follow more clearlj and consecutiv elj its 
cause Pam may be the onl> sjmptom complamed of for 
several jears during this period there maj be neither functional 
disturbance nor objective evidence of trouble Follow mg the 
variable period there maj be one of mtermittent catchmgs 



Fjg 565 — 0 teochondriti d s ecans d scctcd bone st U in situ 


of the joint which may or ma> not be accompanied b) jomt 
swelling In Fig 565 is shown at A a small body m a well 
defined oval area m the mesial condyle of the femur This 
patient complamed of mtermittent joint catchmgs and pam for 
a number of jears before the condition in Tig a 65 was seen 
Figure 566 is a radiograph taken six months later and shows at 
A the fragment which has been extruded from the location as 
shown at A m Fig 566 

The catching complained of might verj well be confused 
with the catchmgs of a tom but not displaced semilunar carti 
Iage 
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sudden pain m his knee and the jomt at once became locked and 
remained so for three Meeks The radiograph showed not only 
the loose bod} but a defect in the mesial condvle of the femur 
in the location characteristic of osteochondritis dis ecans 
(Fig 564) On opening the joint the bone fragment which 
had suddenl) become extruded from the articular surface of the 
femur was found to be attached to some strands ot the posterior 
crucial ligament which held it anchored in such a position that 
extension of the joint u as impossible The patient assured me 



Fij, 561 — Lo e body d to ost ochondnt d seca s caus ng 1 cLng f 
j t { thre teets 

that he had had no s\ mptoms referable to his joint preceding 
the sudden pain and locking 

Osteochondritis dissecans besides being responsible for a 
large number of loose bodies m joints with their attendant 
symptomatology is productive of clinical manifestation pnor 
to the extrusion of the dissected loo e fragment 

I he pathogenesis of o teochondntis dissecans it maj be 
stated is up to this time not settled The name given by 
komg in 1^87 is descriptive of a dissecting process which gradu 
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preceded the loosening of the dissected piece of bone After 
this period mo\ ement of the joint became painful and in a short 




Fig 569 — O teochond itis dissec ns dissected body at A 

time the s>mptoms characteristic of a loose bod} appeared and 
at operation the fragment was found free in the joint 
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Figure S69 is of the knee joint of a man sixtj five >ean» of age 
who complained of pain for several jears and then began to have 


F g 5/0 — O tohdtdc d td bod\ t A 

some catchings of the jomt The fragment shown at A was 
remov ed at operation T igures 570 and 57 1 are of the knee joint 




F g 5 1 — O thdtd d td lx>d> t i 

of a male eighteen jears of age who complained ot painful and 
swollen knee Tor six >ears he suffered from rheumatism m 
this knee that is he had more or less constant pain until one 
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year ago when he experienced an unusual amount of pain his. 
knee became swollen and mo\ement painful These acute 
symptoms subsided more or less and for a year he suffered only 
from pam again The present condition began in the same 
manner as the attach a a ear previoush he now has uniform 
swelling of the joint with considerable restriction of mo\ement 
Radiographs disclosed the conditions seen in Figs o70 and o71 
Experience gamed from the former 2 ca^es seemed to indicate 
that because of the change in the symptoms from pam only to 
swelling and disturbance of function the dissected bone was 
becoming more detached Six \earb of sMnptoms and the 



F g o/2 — The o teocartilaginous bod\ sho n in F gs o 0 and o 1 after 
remo\ al 

probability of an indefinite period of disabihtx in the future 
made one advise operation although believing that the dis ected 
piece of bone had not become extruded from its bed On opening 
the joint there was found a moderate amount of rop\ straw 
colored fluid the synovial membrane was much reddened An 
area of the joint cartilage corresponding in size to the piece of 
bone and cartilage shown in Fig 5 / 3 was seen to be of a y ellowash 
white color and was lacking in lustre at one part of the cucum 
ference of this area a small fissure was noticeable in the cartilage 
and one now noticed that the entire area was xery slightly 
bulging Pressure on this raised surface gx\ e one the impression 
that it was depressible as if restmg on a cushion like bed An 





incision iv as now made in the cartilage on the circumference of 
the rai ed area and the piece of bone and cartilage as seen in 
Fig 572 was pried from its bed in removing it one was conscious 
of the fact that it still remained somewhat loosety attached at its 
base The surface of the bed from which it was removed was 
indurated covered here and there with granulation tissue and 
at the center of the cavity bled quite freelj The removed 
fragment was thus doubly convex covered with joint cartilage 
on one surface and with an irregular laj er of fibrocartilage on the 
opposite or supenor surface 



F g 5 3 -Scm lu r ca t I t t f om c o > tt hm t pt It o 
t m t i g I d g ofjo tf th vs k 

The cause of the disturbance of function including the 
catchings which were noticed during the di secting period 
and before the fragment was e truded into the joint could be 
explained b> the findings at operation in this last case On 
removing this piece of bone with its cartilage the bed from which 
it was removed was covered with granulation tissue and the 
surface of the removed bone which fitted into this bed was 
covered with a h>er of fibrocartilage This increase of ti sue 
seemed to cause a bulgrn of the fragment toward the joint 
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cavitv and this, no doubt caused a painful pressure at times 
which felt like a catch of the joint 

The final separation of these fragments seems to be brought 
about b> a fracture of the cartilage In none of the cases 
operated upon had an) disease of the cartilage been found the 
process would be more accuratel) described as a dissecting 
ostitis When the bone fragment has been dissected from the 
parent bone and is made to bulge mto the joint fracture of the 
cartilage and a loose bod) results 

The symptomatology of osteochondritis dissecans ma> thus 
extend over a number of >ears In all of the cases referred to 
except one where no symptoms were noticed until a sudden 
locking of the joint occurred pam was the onl) sjmptom for 
several )cars pam of an aching character and referred to the 
knee jomt after a variable penod of pam the function of the 
joint becomes impaired with sw ellrng and limitation of mov ement 
more or less persistent or in attacks of varying sevent) these 
attacks at first are not accompanied by characteristic catching 
or locking of the jomt the) resemble more the clinical picture 
seen m villous arthntis or so called fringe joints or m the 
earlier stages of arthritis deformans Finall) the symptoms 
present the characteristic picture of a loose bod) 

Pam alone then is a characteristic phenomenon there is 
perhaps no other diseased condition of the joints or of the bone 
in the immediate vicinity of the joint (for after all this condition 
is pnmanl) an ostitis) that exists for the same length of time 
without causing an) disturbance of jomt function 

A diagnosis of this dissectmg process having been estabbshed 
b) radiographic stud) and the symptoms being of such sev enty 
that relief is demanded operative removal of the fragment is 
justified This is most readily accomplished b> a mesial para 
patellar incision Through this incision the articular surface of 
the cond)le is clearl) exposed to view either a fissure in the 
cartilage a bulging area or a slight discoloration of the cartilage 
will disclose the diseased area and after incising the penpher) 
of this area at an) point the fragment is easil) pned out to its 
bed 
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It is quite evident that osteochondritis, dis ecans at all stages 
of its pro 0 ress maj easilv be confused with numerous diseases 
and injuries of the knee joint 

Perhap the most common one is injuries of the semilunar 
cartilage which can be of the most diverse nature and conse 
quentl) present a \erj variable sjmptomatologj While the 
typical storv of injurv with locking of the joint followed b) sud 
den release and subsequent recurrences of these phenomena 
seems to point posvti\el> to a lesion of the semilimois owe 
may \er> easily be deceived Compare for instance the tor) 
and symptoms of the first case cited m this paper and illustrated 
in Fig 564 with the following 

A man of thirt) after a comparative!) slight trauma was 
unable to extend his knee joint and this locking continued for 
three weeks On opening his joint the mesial semilunar cartilage 
was found tom from its coronar> attachment except at its two 
extremities As a result of thi it projected into the joint in 
such a manner that the free edge of the cartilage became sharpl) 
conv ex tow ard the center of the joint (Fig 573) and this efTectiv el> 
prevented extension of the joint Onl) after detaching the 
two extremities was it possible to release the small projecting 
loop The stor) and symptoms in the 2 cases are almost identical 

In contrast to this lesion of a semilunar was that of a young 
man who following an injur) hid repeated attacks of painful 
catching of his knee joint A small round movable bod) could 
be felt on the mesial side of the joint arthrotom) revealed the 
internal semilunar tom from the anterior half of its coronarv 
attachment The anterior loose extremity had become formed 
into a rounded bulbous mass about the size of a pea (Pig 574) 
this was the bod) which could be palpated and which never led 
to locking of the joint In a review of the subject of injured 
semilunars in the Ergebnissc der Chirurgie und Orthopadie for 
1914 illustrations from an article b) Krois are shown in which 
are illustrated 22 different lesions of the semilunar cartilages 
The s)mptoms are consequentlv of the most varied nature 

Jones tell us that after an experience of 500 arthrotonues 
he is quite prepared m cases even with classical s)mptoms to 
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find his diagnosis wrong Quite recently an athletic joung man 
ga\e a history of two severe injuries of his knee jomt and sub 
sequentl) had numerous catchings of the jomt While a diagnosis 
of injured semilunar seemed positive the s>mptoms were lr 
regular enough to warrant reservation Arthrotom> revealed 
normal semilunars and a fatty fringe almost l 1 inches long 
havmg its origin from the infrapatellar fat pad (rig 575) 
While cognizant of the fact that these fringe like bodies represent 
frequentl} the second products of arthritis due to various causes 



Fi" S 74 — Sem lunar ca tilage loose at anter or attachme t with bulbous 
extrem t> cans ng onl> catch ngs 

still removal of the fringe in this case has resulted in the cure 
of the jomt disability 

So that repeated traumatic arthritis (spram or distorsion) 
ma> lead to an mflammatoty condition of the normal fattv 
fringes of the joint In this case the long drawn out fatty fnnge 
like process was quite abnormallv long 

Where clinical evidence is not sufficient to warrant an exact 
diagnosis and the radiograph does not reveal an> pathologj 
exploration of the jomt ma\ be demanded Unless a wide range 
of possibilities is kept in mind one mav easilj fail even bj this 
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means to dear up the mvstery A narrow escape from failure 
was experienced in the following case 

A young man presented himself with a history of trauma 
followed b> several years of catching of the joint resulting m 
marked effusion pain and disability The radio Q raph did not 
reveal any pathology on exploration a reddened synovial 
membrane with a good deal of straw colored fluid was found 
Another finding which in the light of added experience seems of 



I g 575 — F g lk p oce exU dgtom (aptll ftpdc $ g 
cat l g fj t 

value in explorations was the presence of minute particles of 
cartilage in the synovial fluid and of minute implants of cartilage 
on the synovial membrane When these are found they are 
suggestive of an injury to the hyaline articular cartilage I 
have found this condition in joints the subject of a loose body 
due to osteochondritis dissecans 

In the case now being discussed the semilunar cartilages were 
normal and nothing abnormal could be seen except the items 
quoted above Rather extensive digital exploration did not 
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discover any thing and finally by bimanual exploration one hand 
pressmg from the outside an indefinite sense of contact of some 
thing movable was made with the examining finger in the joint 
Contmued pressure with the outside hand made it possible 
finally to demonstrate and remove a piece of cartilage about the 



, 1 h ( 

Fi~ 576— Loose piece of h>al ne cartilage from articular surface of femur 
causing catching of joint 

size of a thumb nail which conformed in contour and thickness 
to the articular cartilage of the condyle of the femur (Fig 5/6) 
Inasmuch as a loose body of this character is not seen in the 
radiograph and as preoperative diagnosis may be impossible 
thorough digital exploration of the joint may be necessary even 
if one does it reluctantly 




INFECTED FRACTURE OF THE BASE OF THE SKULL 


It it, difficult to state with accuracy the percentage of re 
covenes in fractures of the base of the skull Man} of them of 
course are of such grant} that death ensues \er> quickl} 
The remainder however that are still senousl} injured furnish 
a large proportion of recoveries 

The extent of the fracture in cases that recoaer cannot of 
course be accuratel} determined 

Raaa lings cites a case of fracture of the base m a bo} of 
fifteen aaho when first seen was collapsed and pulseless and 
bleeding from both ears the nose and mouth both tympanic 
membraneb were lacerated facial paral}sis on one side de 
veloped One pupil aaadel} dilated and one contracted to a 
pin pomt marked internal strabismus of one e}e The bo} 
made a rapid reco\er} He speaks of this as the typical basal 
fracture t e passmg from one auditor} meatus to the other 
involving both middle ears and the spenoidal sinus in the middle 
lme the lme of fracture passing just m front of the genu of one 
facial nerve thence forward to the sphenoidal fissure and across 
the dorsum sellce 

The follow mg case while evidentl} follow mg closel} the lmes 
of fracture described b} Rawlings was even more extensive and 
being complicated b} infection recovery under these circum 
stanceb bemg rather remarkable 

A bo} of sixteen vv as brought to the City and Count} Hospital 
Jul} 17th in a semiconscious condition During the examination 
a short time after his admission he became ver} irritable He 
was bleeding from both ears and from his nose and there was a 
paresis of the left facial muscles He regamed consciousness 
several hours after his admission and on Jul} 9th said he was 
all right His temperature which rose to 100§° F the evenmg 
of his admi sion fell to normal the next morning remaining so 
134* 
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until July 21st when there was a gradual rise reaching 104 F 
on the 22d falling then to 99% F reaching lOOj F on the 23d 
becoming normal on the 24th to nse again to 104 F on the 
2ath On the 20th he complained of pain in his left ev e A note 
was made at this time that his pupils were unequal the left 
being the larger From this tune on he complained of headache 
Pus was found running from his left ear and marked tenderness 
was elicited over the mastoid process On July 26th the usual 
incision for dealing with mastoid suppuration w is made this 
expos< d a fracture running horizontally across the mastoid 
process the mastoid cells contained pus as did the antrum 
After the ordinary complete mastoid procedure attention was 
again directed to the fracture and it was found that this followed 
clo el\ the groove for the lateral smus in the bone Clotted 
blood was found between the smus and the bone The fact that 
ordinary uncomplicated mastoid suppuration is not usually at 
tended by as high a temperature as we had in this case (104 F ) 
made one suspicious of further trouble Although the tem 
perature was high the patient was mentally clear except that 
he seemed a little dull on account of pain The smus appeared 
normal and although smus phlebitis could not be excluded 
it seemed best belore considering the advisability of exploring 
the smus to investigate the further course of the fracture as 
far as accessible 

Lxtendmg the incision at nght angles to the mastoid incision 
the fracture was traced postenorly to the midlrne behind The 
suspected inf ection of the line of fracture w is how ev er not found 
Because of the facial paresis it was suspects that the fracture 
involved the region of the aqueductus fallopu and if so that it 
probably involved also the posterior surface of the petrous 
portion still suspecting an infection of the line of fracture it 
was decided to gam acce s to the extradural space on the posterior 
surface of the petrous portion To do thi an opening through 
the bone was made internal to and above the sigmoid smus and 
external to the internal auditory meatus and pus between the 
dura and the bone liberated 

After the operation the temperature returned slowly to 
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normal occasionally nsmg to IOO 10 T as late as August 16th 
Except for this his com absence was undisturbed the discharge 
from the middle ear also ceasing 

The fact that he was on admission blcedmg from both ears 
and from his nose would make it seem probable that the fracture 
extended from the middle line behind (where it was exposed 
during the operation) across the bise of the skull to the right 
petrous portion 

The routes of infection from the middle ear and mastoid 
are prett\ well established Extradural pus is usually found 
over the tegmen of the tympanum or antrum or in the sigmoid 
groove in the usual mastoid infections In fractures of the base 
complicated by rupture of the tympanic membrane infection 
from the tympanic cavity and mastoid cells would follow the 
same route Another less common situation for pus is that 
desenbed in the operative report of this case Here however 
the route of infection was that of the fracture The fracture line 
continuing from this point backward was not infected but in 
all probability it would very soon have become so 

There is room for differences of opinion as to when mastoiditis 
occurring in the course of ordinary middle ( ar suppuration 
should be operated upon and as to whether certam cases may 
not recover without surgical interferences but in basal fractures 
complicated by middle ear suppuration with the added avenue 
of fracture for infection of the interior of the skull doubt should 
be dispelled by exploration as soon as symptoms pointing to 
probable infection of the bone supervenes 

There is no more satisfactory operation in surgery than that 
for mastoid suppuration The successful surgery of the com 
plications extradural abscess and smus thrombosis are com 
paratively common The symptoms of these complications 
would not differ in mfected fractures from the same complications 
occurnng in ordinary mastoid suppuration and should be as 
satisfactorily dealt with 

Von Bergmann reports 2 cases of mfected fracture of the base 
both successfully dealt with one tw o w eeks the other tw enty 
one days after the injury In one he opened an extradural 



abscess through the legmen of the antrum m the other he merely 
drained the mastoid process both reco\ ered 

Although purulent leptomemngiti xxould be mo t likelx to 
occur early from fractures complicated by an escape of cerebro 
spinal fluid occurring later it may anse from a pre existing 
extradur il abscess and as we have seen these in the mastoid 
region can be successfully dealt with 

Whether m basal fractures an extradural ab ces o%er the 
cnbiform plate of the ethmoid due to mfection from the nasal 
cavities could be diagnosed earl\ enough to be succe slully 
e\ acuated is problematic 

Von Bergmann reports an autopsy where death occurred 
two weeks after the fracture from meningitis due to the Diplococ 
cu pneumoniae I xtradural pus was found in thi re ion 

M though the following case does not come under the 
category of basal fractures as u ually spoken of it pos es> es 
some pomts of mtere t relatixe to infections at the base of the 
skull 

A woman aged fortv was admitted to the Cit\ and County 
Ho pital March 21 1915 for gunshot wound of the head The 
bullet 32 caliber had entered the left nares leaving only some 
powder marks and a slight laceration of the tip of the no e She 
complained of pam in the head and face and in the back of the 
neck Her temperature which was subnormal on admission was 
normal the next day and remained so for fix e dax s during these 
hxe da\s she complained xery little of pam On the sixth dax 
the temperature rose to 103 F and she suffered a great deal 
of pam in the head the temperature remaining at 103 F On 
the sexenth day operatixe interference xxas decided upon The 
radiograph of the head (Fig 577) shoxxed the bullet at the level 
of the superior border of the petrous portion of the temporal bone 
as xvell as the general cour e taken by the bullet as indicated by 
lead particles From this information it seemed as if the bullet 
could only haxe entered the cranial cavity through the great 
wing of the sphenoid on the intenor of the skull the space in 
eluded betxxeen the sphenoidal fissure aboxe the antenor 
branch of the middle meningeal arten laterallx the carotid 
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arterv mesialh and the foramen =pino urn and o\ al behind w as 
most libel} the area of entrance 

This area could be reached onh from an openmg in the 
temporopanetal region abo\e the zagoma An osteoplastic flap 
was made and the dura separated from the bone to the base 
here some loose bone fragments were felt and rcmoacd An 
opening m the dura could also be made out and with a hook 




shaped director inserted through this openmg the dura was 
incised as near the base as possible the finger inserted down to 
the tip of the temporosphenoidal lobe and an abscess in this 
lobe opened the bullet could not be felt drainage was inserted 
to the region of the abscess 

The patient made an uninterrupted rcco\er\ the temper 
ature reaching normal on the third da> after the operation and 
remaining normal thereafter She left the ho pital on the 




1346 


A R COL\ IN 


eighteenth daj after the operation and has remained well for 
the ensuing eight years except that sht had a cholec> stectom) 
performed one % ear after the head in)ur> 

She now suffers neither pun nor an} inconvenience from the 
bullet which remains m the same region where the radiograph 
showed it at the time of the innin \ 
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ASTRAGALECTOMY AND BACKWARD DISPLACEMENT 
OF THE FOOT FOR TALIPES CALCANEUS DUE TO 
INFANTILE PARALYSIS OPERATION AND DEMON 
STRATION OF CASES SHOWING AFTER TREATMENT 
AND RESULTS 

Case I — This first case is a girl fifteen years old who gives 
a history of infantile paralysis when two years of age The 
residual paralysis was confined to the left leg and foot and al 
though the patient has always had difficulty in walking no 
treatment has ever been undertaken The examination on 
admission to the hospital showed a typical talipes calcaneus 
deformity of the foot and only the heel touched the floor when 
the patient walked (Figs 578 579) The muscles of the thigh 
were all acting strongly as w ere also the peroneal muscles and 
to a lesser extent the extensor longus digitorum The other 
muscles of the leg and foot were paralyzed There seemed to 
be little doubt that astragalectomy was the treatment of 
choice and this operation will now be performed When Whit 
man first devised this procedure it was recommended for cases 
of calcaneus only but since that time it has gradually widened 
its scope until at the present time the operation is also recognized 
for its usefulness in the treatment of flail feet and the varus and 
valgus deformities where the paralysis is too wide spread to allow 
tendon transplantation Joint and tendon fixation although 
useful in certam cases of paralysis should never be used in 
calcantus as the results obtamed are m no way comparable 
to what we may expect from astragalectomy 

The operation wall be performed with a tourniquet applied 
to the mid thigh In order to get nd of as much congestion m 
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the limb as possible it i elevated to the vertical position for a 
few minutes, and then the first turn of the tourniquet is applied 
qutekh in order to shut off the arterial supply at practicalh the 
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same instant as the venous return If the compre tun. is applied 
slowly the superficial vein are <diut off first and the btaod keeps 



flowing into the leg until the moment when the artery is finally 
closed A congestion of the leg distal to the tourniquet thus- 
results and an annoying \ enous blee ling could be expected 
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during the first part of the operation The shin of the leg and 
foot is prepared b> the usual 10 dm method and a small gauze 
sponge is folded over the toes as an additional safeguard This 
is held m place b> an ordinary heav> rubber band 

The incision runs from a point half waj between the tendo 
achilhs and the lateral malleolus and ibout 1 inch abo\e the 



Fig 580 — Peroneal tendo passed through Ach lies tendon in first stage of 
astragalectom> 

level of the tip of the latter down around the malleolus and 
forward on the dorsum of the foot to the head of the astragalus 
The peroneal tendons are picked up and divided well forward 
and freed to the upper angle of the wound The tendo achilhs 
is now exposed and a slit cut in it near its base through which 
the freed ends of the peroneal tendons are passed An arterv 
forceps wall keep them from slipping out again (Fig 580) I 
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have found it easier and quicker to do this part of the tendon 
transplantation at this time rather than at the later time u uallv 
recommended The lateral and interos eous bgaments are now 
cut and the head of the astragalus is freed as much as p~ sible 
The foot can nu» be forcibly inverted until the sole is pointing 
ton ard the body and the astragalus is easily removed b> cut 
ting the attachments on the medial side Both malleoli are 
freed from all ligamentous structures and the postenor bp and 
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surface of the loner end of the tibia al o cleared by passing an 
osteotome up bad of them (Fig 580 If this part of the opera 
tion is not completely performed it will bt impossible to obtain 
the destrtd amount of postenor dislocation of the foot which 
we will want in a few minutes Pockets are now prepared for 
the freed malleoli on either side of the tarsus On the medial 
side we free the soft tissues from the scajhoid with a sharp 
Olber raspatory and on the literal side a thin lay er of bone is 
cut from the adjoining surfaces of the os calcis and the cuboid 
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The inner surfaces of the malleoli are reshaped with a thin sharp 
osteotome so that the) will fit well into the pockets prepared 
when the foot is dislocated backward The lateral malleolus is 
\er> thick m this case and we will therefore remove a portion 
of its outer surface The foot is now dislocated and the malleoli 
fitted into the pockets and in order to hold them there and pre- 
\ent the dislocation from being reduced during the closmg of 
the wound and the application of the plaster a mattress suture 
of heav) chromic catgut is inserted muting the flap removed 
from the cuboid and the os calcis with the structures on the 
outer side of the lateral malleolus The peroneal tendons are 
then drawn taut and fastened to the Achilles tendon with a 
senes of interrupted chromic catgut sutures The deep and 
superficial tissues are closed with plain catgut and a subcuticular 
stitch of No 00 chromic catgut closes the skin No gauze 
dressing is placed over the wound but the foot and leg are wrapped 
with several layers of stenle sheet w adding and then a plaster 
of Pans dressing is applied extending from the toes to the 
mid thigh with the foot in the position of slight plantar flexion 
and abduction and the knee at a nght angle The plaster bemg 
all applied we now remov e the tourniquet This leg will be sus- 
pended o\ er the bed from a frame in order to pre\ ent congestion 
and make recover) from the operation less painful 

Case n —This patient was operated upon one week ago 
and had an astragalectom) performed in the same wa) as the 
case just finished She is bemg shown in order to demonstrate 
the first stage m the after treatment following such an operation 
The leg m the postoperative plaster is suspended b) bandages 
from a simple o\ erhead frame and ) ou wall notice that there is 
no swelling or congestion of the toes and that the child can move 
around in bed without discomfort (Fig 582) 

Case in — This next girl shows us what the first step m the 
ambulator) after treatment of astragalectom) consists of At 
the end of three weeks from the time of operation the overhead 
slings are dispensed with and the plaster dressing removed 
At this time it is m) custom to take a lateral x ra) of the foot 
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p g 584 —Walking piaster use 1 after Fi" S*5 — W alking j 1 ster used after 
astragalectom\ Anterior aiew a tragalectomj I ateral \ lew 



Fig 5S6 — Model of foot o\cr h ch Fig 5^7 — Model of foot 

leather anklet is made fo1lo\ ing a tragalec o\er which leather anklet is 
tom\ Lateral view made following astragalcc 

torn} Anterior \ tew 
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The plaster model o\er which the walking brace will be made 
shows >ou the appearance of the foot when the plaster was 
changed (Figs 586 587) 

Case IV — An astragalectomy was performed on this patient 
three months ago and wt can see not onl> the result of the 
operation but also the brace which has been worn for the last 
month \ou will notice how stable the foot is and how the 
weight bearing line is all that we can desire (Figs 588-590) 




F g 58S — P t perati a trag l F g 589 — P tope t ve stragal c 
t my f calca eus \nt r view t my f calca Lat l vt w 

The brace which we use is a molded leather anklet with an in 
verted Y shaped steel running down the hack and on to either 
side A wedge of cork is incorporated m the brace under the 
heel to keep the foot in the proper position and to make up 
parti} for the shortening (Figs 591 592) Usuall} on account 
of the itrophy of the paralj zed foot the shoe wall fit over the 
brace without much trouble although the upper part may have 
to be remodeled in order to fit neatly Such a brace is worn 
for from six to nine months and then if stabiht} has been ob- 
tained a cork left in the shoe under the heel is all that is needed 
and this onl} to make up for the shortening 
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OPERATION FOR RECURRENT TUMOR OF THE PATELLA 
THE DIAGNOSIS AT THE TIME OF THE FIRST OPERA 
TION WAS BONE CYST RESECTION OF THE LOWER 
HALF OF THE PATELLA 

Case V — This patient a woman thirty two \ears of age 
was. first seen about fifteen months ago She complained at 
that time of a pamful left knee of ten months duration and 
examination showed onh an inability to actively extend the 
knee bejond 160 degrees and a tenderness over the lower part 
of the patella The x ray however showed a rarefied and 



F g 593 — C) st of patella I ig 3 94 — C> st of patella three 

months after operat on 

cjstic condition of the distal half of the patella which was diag 
nosed as either a giant celled tumor or a bone cvst (Fig 593) 
Two months later the patella was explored and a cavitj contain 
ing clear fluid w as found the w alls of w hich had the appearance 
of granulation tissue At one point in the posterior wall of the 
cavatv there was a perforation into the joint The cavatj 
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was 
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thoroughly cureted out and cauterized with pure carbolic acid 
Healing occurred promptly The pathologic diagnosis was 
benign bone cyst and this was concurred in by Dr Bloodgood 
who examined the x rays and the tissue The repeated x ray 
examinations during the months following the operation seemed 
to show the cavity filling m with bone and the condition three 
months later is shown m this film (Fig 594) Four months from 
this time we were greatly surprised to find a recurrence of the 
cystic condition and from that time to this seven months there 
has been a gradual increase in the process This film taken a 
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few days ago shows the present x ray findings and there is 
apparently a projection of the bony and tumor tissue mto the 
joint (Fig 595) What the character of this growth is is prob 
lematical but e\ erything points to its being benign 

The operation will be performed under a tourniquet as we 
do not want bleeding to interfere with the complete removal of 
the tumor mass The curved incision around the bottom of 
the patella is earned down to the tendon and then the tendon 
itself is split longitudinally and separated from the anterior 
surface of the patella but no signs of pathology are seen even 
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with this complete exposure With a small chisel the lower 
part of the anterior wall of the patella is removed and we are 
now in the cavity shown in the x ray You will see that it is 
almost filled with a gra> granulation tissue like substance which 
is evidently the tumor There is no infiltration of the soft parts 
and we can apparently completely remove it The whole lower 
half of the bone being involved it is resected and the curet 



Fig 596 — Operative removal of lower half of patella 


used to smooth off the upper fragment which consists of very 
dense bone The knee joint cavity is widely exposed by this 
procedure (Fig 596) Pure carbolic is now used to cauterize 
the raw bone surface and then neutralized with alcohol The 
two halves of the tendon are now drawn together with mattress 
sutures of heav> chromic catgut and these longitudinal slits 
on either side allow a better approximation although there is 
still a definite cavity between the tendon and the joint When 
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ne consider the excellent function obtained in the fracture* of 
the patella e\en with a considerable separation of the fragments 
there seems to be no reason whv 1 useful knee mil not be obtained 
in this case 1 ou notice that no splint has been applied to the 
knee but that enough immobilization is obtained b> means of a 
large dressing reinforced with a thick Ia)er of cotton Move 
mint of the joint will be encouraged 3s soon a* possible 

The treatment of bone tumors cannot be discussed at an\ 
length here but the principle we follow e\ en m defimteh 
malignant cases is to excise locallj if entire removal of the 
growth can be obtained in this waj With benign cjst simple 
curetmg or removal of the lining membrane is all that is neces 
sar> except where mechanical reasons make excision advisable 
as in this case I am reasonablj sure that all the tumor has 
been removed in thi case and even without the microscopic 
diagnosi we can hope for cure 

Tmote — The sections of the tissue run throu e h celloidin 
showed nothing but granulation tissue and the probability is 
that due to poor bone regeneration a granulomatous ma s 
formed in the cavitj of the cjst and invaded the knee joint 
cavitj through the perforation mentioned Further studies 
will be nece sar> and this case will be reported full) later 



CHRONIC SUBACROMIAL BURSITIS WITH CALCIFICA 
TION SURPRISING RESULT FOLLOWS MANIPULA- 
TION DURING ACUTE EXACERBATION DEMONSTRA- 
TION OF PATIENT AND x RAY FILMS 

Case VI —This patient an active professional man was first 
examined about eighteen months ago at which time he com 
plained of a pamful left shoulder The findings were verv 
typical of a chrome subacromial bursitis and an x ray showed a 
moderate amount of calcification apparently in the supra 
spinatus tendon (Fig 597) The symptoms lessened markedly 



F g 597 — Calc fication m subacromial bursa 

under light exerases and only at times was there any real dis 
comfort One year later another x ra\ was taken and the 
calafication had slightly increased as is shown in this film 
(Fig 598) Five months after this following an evening of 
dancing the shoulder became acutely painful and it w as impossi 
ble for the patient to continue at his work There was a definite 
swelling over the region of the bursa but aspiration failed to 

vol . 3—86 1361 
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reveal any fluid Tenderness was \er\ marked and the slightest 
movement caused excruciating pain This film w as taken and 
it shows the calcification probably slightly increased (Fig 599) 
Under gas oxygen anesthesia the arm was abducted to the 
vertical position without the use of any force whate\er being 
necessary The pam following this manipulation was so intense 
that the arm had to be lowered a few hours later and for the 
next few days large doses of morphin had to be given at frequent 
intervals Hot packs were used almost constantly and seemed 
to give some relief Fifteen days from the onset of this acute 
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attack the patient was able to resume hi occupation and another 
x ray was taken when it was found that a large part of the 
calcification had disappeared (Fig 600) The acute lnflamma 
tion and the manipulation were probably the cause of this 
absorption Today two months later the x ray shows further 
absorption (Fig 601) 

On examining the patient the atrophy of the muscles of the 
shoulder girdle is \ery apparent although for slx weeks the arm 
has been used fairly freely Abduction can be performed for 
about 75 degrees but the lifting of the arm abo\e this point is 
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accomplished onl> b> tilting of the shoulders as >ou can see 
The rotations are also still limited in the extremes and attempts 
to force them or the abduction causes some discomfort in the 
region of the bursa There is on!} a slight amount of tenderness 
on pressure over the bursa 

The one point that I wish to bring out m this case is the 
peculiar action of the calcification The case was observed for 
over a }ear and during that time the calcification had increased 


Fig 600 — bhows d sappearance Fig 601 — Condition two months 
of calcification after manipulation after manipulation 

Taken two weeks after Fig 599 


to a verj definite extent An acute flare up at the end of that 
time caused a remarkable absorption of the calcified areas and 
this process is contmumg It is w ell known that bursal calcifica 
tion will frequentl} clear up spontaneousl} , but to see such a 
rapid reversal of the process is rather unusual It also seems 
that the placing of the arm m abduction when calcification is 
present is contramdicated as the mechanical irritation caused 
b} the mass passmg under the acromion ma\ be \er> severe 





MANIPULATION OF SHOULDER FOR ADHESIONS FOL- 
LOWING DISLOCATION CAUSE OF SUCH ADHE 
SIONS PROBABLE PATHOLOGY METHOD OF BREAK 
INGUP AND THE AFTER TREATMENT 

Case VII — This patient a man fifty two y ears old dislocated 
his right shoulder four and a half months ago The arm was 
held at the side for over five weeks and since that time he has 
been unable to w ork on account of the pain and stiffness Activ e 
massage and manipulations have been used without much 
benefit and the range of motion has not increased for the last 
few months Our examination showed some atrophy of the 
muscles of the shoulder girdle and a rather marked limitation 
of the motions of the shoulder joint Abduction was possible 
for 65 degrees and passively could not be forced much above 
this pomt There w as no tenderness and the x ra> examination 
was negative The condition today is the same 

A diagnosis of periarticular adhesions has been made and we 
will attempt to break them down under gas oxygen anesthesia 
but will have to change to ether if relaxation cannot be obtained 
Although this condition is probably mainly periarticular there 
certainly are some adhesions to be found between the dependent 
folds of the svnovial membrane as has been pomted out by 
Thomas Following any severe injury to the shoulder where 
there is more or less hemorrhage and articular and periarticular 
effusion and infiltration there is certain to be some organization 
later and this will limit motion in thg joint unless early steps 
are taken to prevent the tying down 

With this in mmd we should always start motions as early as 
possible after any such injury The indication for our treatment 
at the present time is the fact that even with massage and 
passive stretching there has been no improvement m the range 
of motion There are two dangers to be guarded against in this 
forcible manipulation and thev are fracture of the neck of the 
36 
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humerus and dislocation of the shoulder joint The object of 
the manipulation is to break up all ahesions which have formed 
m and around the joint and thus free the parts for their full 
range of motion 

This procedure can be performed b\ the operator alone but 
if possible two assistants should be used We vill ha\e one 
assistant encircle the chest with hi arms the hands being clasped 
m the axilla so as to hold the capula to the side and the other 
place hi fist m the axilla to present dislocation and support the 
humerus The arm is now slowly abducted and vou cm hear 
the snapping of the adhesions and we who are holding the patient 
can feel more giving wav than can be heard The scapuh is 
allowed some motion after the arm starts above a n G ht angle 
and the normal range of abduction 1 obtained as we can see b> 
comparison with the oppo ite houlder The elbow is flexed 
and b> using the forearm as a lever the full range of mternal 
and external rotation is accomplished with the tearing of further 
adhe 10ns The a istints now release all support and the 
shoulder is moved through its complete range The arm will 
be held m complete abduction while the patient is taken to hi 
bed and it and the hand will be tied to the head of the bed for 
twenty four hours Active motion will then be instituted and 
the patient made to move the shoulder many times ~ day to the 
extremes of all position Phj iotherap> will also be used to 
hum recovery and there is no reason \vh> the adhesions should 
rc form if this after treatment is followed 



AMPUTATION FOR OLD ANKYLOSIS OF THE KNEE DUE 
TO TUBERCULOSIS IN INFANCY WITH DEMONSTRA 
TION OF TEMPORARY ARTIFICIAL LEG WITH PLAS 
TER OF PARIS SOCKET 

Case VIII — A girl eighteen years old who came to the 
hospital desiring amputation on account of the disability caused 
by an ankylosed knee at the nght angled position with a marked 
shortening of the extremity and paralysis of the muscles of the 
leg and foot The actne disease had started when the patient 



Fig 602 — Old ankjlos s of knee due F g 603 — x Ray of old ankylosis of 
to tuberculosis in infancy knee due to tuberculosis in infancy 

was two >ears old and for man} jears follow mg this there were 
discharging sinuses around the joint which ultima telj healed 
up but left deep scarring and a stiff knee Examination show ed 
a condition which is best understood b> looking at this photo 
graph taken on admission (Fig 602) and this x raj film taken 
at the same time (Fig 603) You will notice that there is an 
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absolute bon> ankjiosis with the formation of a medullar} 
cavity through the region of the old knee joint It is only when 
>ou see a picture similar to this showing the bone stria: runnmg 
between the two bones and the medullar} cavity of one bone 
continuous with that of the other that a definite x ra} diagnosis 
of bony ankylosis can be made The muscles of thi leg were 
completely paralvzed and as a rt ult the foot was flail On 
account of the marked shortening and the para!} sis imputation 
was performed about seven weeks ago I he oblique method of 



Fig 604 — P t t w n g t mp r > t 6 1 kg w th plait f Pan 
ock t S w k ft r amp tat n 

Kocher was u ed with the flap on the medial aspect of the thigh 
as by this procedure the old sinus tracts were not disturbed 
Absolutel} no muscle tissue was seen during the operation and 
the entire flap consisted of fat and fascia onlv Healing was 
uneventful and after the stitches were removed on the tenth day 
compression bandages were applied to accelerate the shrinkage 
of the stump On account of the position in which the thigh 
had been held for so many years there was a permanent flexion 
of the hip to the degree shown m the picture and as soon as the 
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tenderness following the operation had subsided sand bags were 
placed on the stump to stretch the contractures This was 
followed b> dail> manipulation in the Ph> sio therapeutic 
Department as soon as such treitment could be borne b> the 
patient In six weeks a temporary artificial leg was made and 
\ou see the girl walking around on it todaj with perfect comfort 
(Fig 604) The importance of the earl} use of such an appliance 
cannot be too strongl} emphasized and where the stump is freel} 
mo\able and no contractures have to be overcome man} cases 
can be walking around in less than a month from the time of 
operation The making of these temporar} artificial legs is not 
difficult and the detail of the technic can be found m an article 
b} Wilson in the Journal of Bone and Joint Surger} for Apnl 
1922 
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SOME USES OF THE DERMAL GRAFT AND THE DELAYED 
FLAP 

The literature of surgery has been involved for man) )ears 
in the discussion of major conditions and quite properl) as 
man) of the questions and procedures are still unsettled Dur 
mg this time plastic surger) has assumed a minor role and has 
been neglected except by the few until the great need of thought 
ful and expert w orh arose during the w ar In recent ) ears there 
have been ver) encouraging signs of a revival of interest while 
papers presentmg some feature of reconstructive work are 
appearing frequentl) Revival is the proper word since most 
of the accepted steps were suggested man) )ears ago But it 
is a revival onl) in this sense that while man) general and 
specific details are age old the) are now being discussed on a 
higher plane than ever before and man) questions are presented 
in a new light \ more direct application of the principles of 
surgerv a selection of operation for the case and an exact and 
intimate stud) of the individual are signs of healthv progress 
The work and teachings of Gilles Blair and Davis and of 
man) others have stimulated thought and attention to this 
feature of surger) 

There is an ev er increasing field for this speaaltv namel) 
in the injuries of civil practice the traumatisms of industrial 
work and the gross malignancies about the head and neck 
It is necessar) to show results not onlv from a cosmetic 
standpoint but for the yield in functional increase Much of 
this surgery depends on the consent of the patient in our aval 
practice or the consent of responsible parties m our industrial 
1371 
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work Failures result in an economic loss which if frequent 
disc image every one concerned The point is that proper 
results can be obtained by careful but never by haphazard 
surgery 

There are two proceedures the application of which have 
been so startling in their results and of su h general application 
that thej are the most interesting features of this work The\ 
are the dermal graft and the delay ed flap 

I he dermal graft or the Woulfe skin grift is described as a 
full thickness or whole skin graft The two fatter terms may 
be misinterpreted to mean the skin and underlying tis ue 
leading to the transference of unclcaned skin which invites 
failure and leads this graft into disrepute \\ e should therefore 
select and adopt a po itiv e desenptiv e term for common use and 
the dermal graft has been suggested 

Tht Thiersch graft is of such universal use either for clean 
or granulattve surfaces that it is almost synonymous with the 
term skin graft It is an epidermal graft 

There was a debate as to whether the Keverdm graft was an 
epidermal or dermal graft As far as my experience goes it 
makes no difference which it is but with the other two we should 
make definite distinctions as indicated in the descriptive terms 
I The Dermal Graft — (a) It may be cut to pattern size or 
form does not matter 

(b) It requires a fixed base as pressure is an essential prm 
ciple 

(c) The graft and the area applied must be dean and dry 
Two things may happen to this graft 

1 \ ecrosis — This looks like a clean death or a dry gangrene 
not always over the whole graft although it may be But if an 
attempt is made to remove this graft before ten days or two 
w eeks it will be impo sible to do so without tearing it off In 
3 cases ** of which I show there are left only small areas of 
granulation The very under surface adhered and while these 
2 cases are listed as partial failures vs e found that it acted as a 
wonderful dressing albeit a rather expensive one and that both 
surfaces yielded to a follow up epidermal graft In these 3 cases 
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grafts) were placed on moxable babes — one on the axilla and on 
the chest wall and the other on the inner surface of the elbow 

2 Superficial Injection — This comes as a small % esicle which 
extends serpiginouslx I first thought that it was a pressure 
necrosis but those more experienced ha\e informed me that it 
is an infection which responds promptly to a mild siher nitrate 
application 

II The Delayed Flap — This flap is based on well proxen 
principles and experience and max be used m sexeral waxs 

(a) It max be cut on its pedicle and then replaced m its 
original bed for ten da>s or two weeks This procedure owes 
its importance to the fact that it admits of cutting a narroxx 
pedicle to a xxadc or rounded flap The xessels thrombose the 
inflammatory reaction becomes quiet and it recox ers comfort 
abl} m its own bed 

( b ) The flap ma> be raised and left attached at both ends 
This allows the area from xxhich it is raised to heal One end 
is later detached and swung from the other end as a pedicle 
It is particular!} apphcable xxhere bod} and cushion are required 
m the immediate xicimt} of the flap 

(c) The flap maj be raised and left attached at both ends 
Later one end is detached and sewn to another area xxath a xaew 
of jumping the flap 

All of these plans haxe uses and are especiall} xaluable 
w here it is necessary to transfer ^kin xxath the underhung tissues 
and make up defects w hich require bod} m their reconstruction 
It is possible to use both the dermal graft and the delaxed 
flap to adxantage in the same case 

Most of the cases x\ ere treated with the adxice and assistance 
ofDrs A MacLarenandL E Daughert} in mx pnx ate practice 
and of Dr A S Strachauer and Dr A A Law in mx public 
teaching serxice it the Unix ersit} Hospital 

A Contractures About the Neck — Case I — Figure 60a 
shows the use of the single flap cut along the lines indicated in 
the picture and left attached at both ends In two xxeeks the 
contracture is dissected out and the lower end of the flap is cut 
tnn ferred and sutured in place The difficult} is in estimating 
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the extent and form of the denuded area The flap may not 
always fit Of course it is possible to transfer the flap 
immediatel> but the danger of this procedure is that the 
blood supply at the loner end may be interfered with This 


I g 60 —Case I F g 606 — C «e II 

single flap may be cut from the bach and transferred with the 
base at the neck 


Case II — Figure 606 shows the use of the same type of flap 
taken from both sides with the plan of making the transfer 
after the form of a cra\at In this case the flap is taken from 
the left shoulder and right chest respectively 

Figure 60/ shows the end result Occasionallj in the use of 
flaps a neb along one or the other of the suture lines forms as 
shown in the picture Thi can easily be dissected out The 
flaps are applicable where the contractures are limited to the 
neck ti sues only 
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Case III — Figure 608 illustrates a different problem While 
m the first and second cases the chin was not in\ol\ed in the 
third case it will be observed that the chin is gone and the 
mucous membrane of the lower lip is so everted as to reach below 
the clavicle After consultation with Dr MacLaren I decided 
to try the dermal graft The contracture was dissected up in 
order to loosen the chin freely The graft was then taken from 
the left abdomen and sewn into the wound the size and extent 
of which is shown in the picture in Fig 609 A starch bandage 


F g 607 — Case II 


Fig 60S —Case III 


and gauze pressure was applied in the effort to give positive 
contact with the base tissues 

Figure 609 shows that w herever positive pressure w as obtamed 
the graft took Half way between the men turn and the muco 
cutaneous border of the low er lip is shown the upper margin of 
the graft This was a complete take throughout one half of 
the area shown The lower half where it was difficult to obtam 
pressure failed undergoing a type of necrosis mentioned in the 
first part of the paper 
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The next step was the dissection and loo ening up and 
inversion of the lower lip which left a denuded area on the upper 
part of the chin A crescentic dermal graft was then taken 
and placed m this area with a complete take 

Figure 610 shows the result although the picture does not 
fair!} illustrate it as she can completely hide the mucous mem 
brane of the lower lip The lower part of the chest has been 
cov ered by an epidermal graft 
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Case IV — This shows repair following an operation tor 
mill mancy This ca e had had various preoperativt diagnoses 
made but was proved to be a carcinoma It had been operated 
upon and subjected to radium how efficiently 1 do not know 
Figure 611 shows the condition when the patient came under my 
care The operation was performed by the thermocautery 
method which in Fig 612 shows the result of a complete uni 
lateral neck dissection removing the submental submaxiHarv 
salivary and anterior carotid chain of lymph glands with expos 
ure of the ramus leaving an enormous defect This area was 
dakmized In ten days the area was measured and a pattern 
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Fig 611 — Case IV 



Fig 612 — Case IV 

made and transferred to the lower neck A flap was then out 
lined with the base below the ear The flap was raised all 
bleeding surfaces caught the flap replaced and sewn in its 

\ ol . 3— $7 
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own bed In ten days the stitches were removed and the flap 
transferred to a granulating surface At the same time the 
denuded area was covered with an epidermal graft Figure 613 
was taken soon after the removal of the dressing There 
w as still some discharge on the flap which nukes it look as though 
there was a failure of union but the flap did take This show 1 ' 
that a flap cut to pattern with a narrow pedicle ma> be succes ful 
even on granulating surfaces 



F g 613 — Case 1\ 


It is my experience with the thermocautery that wherever a 
bone is denuded a seque trum raav be expected within an) 
period up to six months and m this case in four months a 2 inch 
piece ot bone was removed 

B Contractures About the Axilla —-Case V —If limitation of 
motion is due to web this may be taken care ol by ma mg the 
ti ucs m different planes on the antenor and posterior surfaces 
and connecting the inci 10 ns bv bi ecting it This plan is shown 
most graphically in lorroer numbers of these clinics bv Dr 
E W) Ihs> Andrew 
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When the contracture is due to a distinct keloid there is no 
opportunity for carrying out this procedure In the case as 



Fig 614 —Case \ 


shown in Fig 614 a linear flap w as cut from the arm left attached 
at both ends and protected b> gutta percha tissue m an effort 
to prevent tubulization In ten davs the keloid was excised 


5 * 



and the flap transferred as shown in Fig 61o The result of 
this procedure was that a thin web contracture formed on 
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the tower suture Ime as <hown in Fig 616 so that hi» abduc 
tion was about 45 de Q rte& Tbs contracture was then re 
moved and the arm placed m full abduction This left a raw 
area on the arm upon which a dermal graft was placed with a 
complete take The end result on this man is that he can 
rai e the arm to full extension ibov e the head 
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Case VI— Figure 617 shows an extreme bum of the chest 
and arm involving the 1 x 2 lia The extreme abduction is shown 
The -rea on the arm shows the result of an epidermal graft 
extending from the axilla to below the elbow joint I could not 
plan anj flap as the contracture of the axilla was keloid and 
involved the an tenor and postenor margins 4fter dissection 
the arm w as raised into a po ltion of complete abduction There 
was one unbumed area of kin in the apex of the axilla and this 
was tran ftrred b> a pedicle flap to the arm and he now has hair 
growing on the arm at least 4 inches from the central point of 
the axilla A dermal graft was cut from the abdomen and 
ewn into the w ound In ten dav s there w as a complete necro is 
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It was practical!). impossible to obtain constant pressure The 
surface left after the removal of the dermal graft « as beauti 
fully dean therefore an epidermal graft was applied and held in 
place by a mold of dental wax with a take as shown m Fig 618 
This is a rather roundabout way to obtain results This case 
raises the question as to the division of credit between healing 
in exten ion and the effect of the graft 


C A. Combination Use of the Dermal Graft and the Delayed 
Flap —Case VII —Figure 619 shows the casts of the nght and 



left ears of a three ) ear-old boj The nght ear illustrates the 
usual form of microtia The plan followed was this 

A pattern was cut to fit as nearl> as possible the left ear 
principally to get the aggregate area of the front and bach 
This wab reverted and transferred to the cast of the deformed 
ear The child was then etherized and a flap cut according to 
this pattern except that it was made square as shown is Fig 

620 This gap was then lifted up all surfaces dned md replaced 
in its own bed and sewn m place In tw f o weeks the stitches 
were remo\ ed the flap raised and folded as shown sn Fig 620 
The envelope thus was held in place by three 2 inch mattress 
sutures threaded through a piece of fee catheter thus giving a 
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fixed contact at the base of the em elope The cut margins 
abo\e and below were approximated bi single sutures A 



Fig 621— Ca e \ II 

dermal graft was cut from the left abdomen and sewn into the 
denuded area resulting from the ele\ation of the dela\ed flap 
The posterior cut margin was *ewn to the antenor cut margin 
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of the graft with what to me is an astonishing result of a dean 
primary union of two transferred tissues The dark area m 
Fig 620 is an exhibition of the serpiginous \esicuktion men 
tioned m the first part of tins paper The color is doe to the 
application of a mild silver nitrate solution 

Figure 621 shows the size of the flap The cast represents it as 
fiat and is incorrect in that it is if anything too evident This 
of course may result m a flaccid ear and if this becomes too 
marked it is m> plan to separate the wm e s of the envelope and 
insert some costa! cartilages 



F g 6*2— Case Mil 


D Complete Transference of a Flap — Case VHI — Figure 622 
shows an electric burn on the hand with destruction of all tissues 
resulting m a hom> crackling fixed and painful area 



SOME USES OF DERMAL GRAFT AND DELAYED FLAP 1385 

Figure 623 shows the flap raised from the right abdomen and 
the use of the guttapercha to prevent tubulization The lower 



Fg 624 — Case VIII 


end was cut the area on the hand dissected out and the flap sewn 
in as shown in Fig 624 The flap is shown to be tubuhzing and 
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depending upon its length arises the question as to whether this 
should not be done suTgicallj „t the tune of the hand suture 
Three weeks should pass before the upper end of the flap is cut 
awav 

Figure 625 show s the transference and result of this plan The 
pnncif le of life to this, flap is different than that of the dermal 
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graft Here the blood supply comes from the margin and the 
objection to this plan is thit it takes a long time after trans 
fernng the flap for it to become adherent except at its margins 
It is necessary to follow up these cises by a cour e of bandaging 
and pres ure but the eventual Te nil is very satisfactory 

I have also been trying out otne delaved flap on the 
palate but do not feel prepared to mal e any cohi merits upon 
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this procedure at this time and I believe that the delated flap 
is surgically applicable to the hard palate only and that it is 
postively unsurgical to attempt any such plan on the soft palate 
There have been some suggestions by New which have opened 
up great possibilities for postoperative defects But in con 
sidenng this subject X am gradually coming to the conclusion 
that the delated flap ma> assume great value as a primary 
procedure in certain forms of cleft palate 

Conclusion — As I have indicated all of the above procedures 
are well known and the only possibility of advance will be the 
application of them to the individual case The dermal graft 
is difficult of accomplishment and my present position is that 
I have a great deal to Ieam about it and that its use by surgeons 
may lead to startling results 
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FOOT DISABILITY AN ANALYSIS OF 781 CONSECUTIVE 
CASES 

An extreme!} promment orthopedic surgeon commented 
deprecatmgl} on the capabilities of a confrere as follows He s 
an orthopedic surgeon from the ankle down 

No orthopedic surgeon cares to be called a foot specialist 
Nevertheless and notwithstanding it is a fact that a considerable 
percentage of the cases appearing in the office of the orthopedic 
surgeon are cases of foot disabilit} and a resume of the 781 foot 
cases seen in two consecutive >ears of private practice has 
brought forth a number of observations perhaps worth re 
cording 

We are apt to consider the human foot as an organ finished 
in its developmental plan Nothing could be further from the 
truth While m the process of evolution the hand for instance 
has become specialized and developed in a wonderful manner the 
foot has remained behind in the race 

Professor Herbert Walter of Brown University in a book 
on the Human Skeleton speaks of the hand} hand and the 
makeshift foot In no portion of the human anatom} does 
one find a greater variation in the shape size and contour of 
the relative constituent parts of an organ than in the human 
foot 

As pointed out in a previous paper b} the author (Super 
numerar} Bones of the Foot — A Roentgen Stud} of the Feet of 
One Hundred Normal Individuals American Journal of Ortho 
pedic Surger} 1914) about one third of all normal feet present 
accessor} bones most of these are probabl} simpl} relics and 
1389 
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remnants of a prehistoric time Some of these accessory bones 
occupy the same histone position m the human anatomy as the 
appendix tonsils and other organs which are destined m the 
last analysis for the anatomic scrap heap 

To quote Walter verbatim Human feet have never quite 
recovered from their surpn e at finding the bod) tipped up on 
end and m having thrust upon them the entire responsibility of 
its support They have done the best they could m the evolu 
tionarj time the) have had with the inherited materials that were 
on hand but it must nevertheless be confessed that the result 
is as yet on!) a makeshift foot The various foot troubles of 
man are an eloquent confirmation of this statement 

In the first place man needed to have a considerable part 
of the foot bent at nght angles to the leg so that it would come 
in contact with the ground and thus prevent the bodj from 
tipping over forward At the same time a part of the foot 
namely the heel had to be detailed to project m the other 
direction to prevent tipping backward Thus the human foot 
became plantigrade as a mechanical consequence of bipedabty 
The swift horse w hich perhaps has the most successful locomotor 
appendages of an) quadruped has no more need of plantigrade 
feet than the leg of a table which maintains perfect equilibrium 
without flat foot 

We begin therefore with the premise that the human foot 
developmental^ is still an unfinished organ In addition to the 
fact that feet are makeshifts we the civilized portion of the 
human race put them into leather containers and walk upon 
unyielding surfaces when the original intention was that we 
should walk barefooted on grass or soft ground 

We have even in well fitting shoes and artificial floors at 
best unnatural conditions to deal with Is it an> wonder that 
we see cases of foot disability as an every day occurrence con 
sidermg the ill shaped shoes and the hard floors which we find 
ever prebent? 

Large factories are engaged in widely advertising and making 
thousands of so called arch supporters It must be that these 
factories have a certain justification for their existence and that 
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their wares give a certain amount of comfort to the footsore 
In no other wav can one explain the contmued existence and 
growth of these firms Unfortunately the shoe clerk who fits 
these devices is not gifted with the art of differential diagnosis 
and it has been my expenence m nearly every case of chrome 
foot trouble no matter what its origin or pathology that the 
patient arrives at the office wearing some form of commercial 
flat foot brace In other words harm is often done and 
valuable time lost 

The study of the records of these 781 consecutive cases 
shows that only about one third of them are of the type classed 
as ordinary weak (or flat) foot In the other two thirds there 
was real definite localizable pathology present 
The cases of this senes can be grouped as follow s 
Weak Foot — Two hundred and fifty nine cases (Of these 
37 were of the ngid type ) 

Other foot conditions accompanying or simulating weak foot 
390 cases 

Toe Disabilities — One hundred and thirty two cases 
Weak Foot — Two hundred and fifty nine cases The symp 
toms of ordinary weak foot are too well known for repetition 
here Slow m onset chronic bilateral more pain on standmg 
than on walking no pam at night and multiple tender points 
about the feet are perhaps the outstanding features The 
cause is alw ay s to be found m that the foot the muscles of w hich 
are often artificially weakened by tight or badly fitting shoes 
or followmg illness is required to sustain a load too great for it 
The proper treatment consists first in essentially strengthening 
the musculature of the foot which as we all know extends above 
the knee This is one of the most important features in the 
treatment of simple weak foot Second the foot must be put 
into a well shaped shoe and stocking Considering the variety 
and variation of human foot there is no one tvpe of shoe made 
which is conformable to all feet One of the best average shoes 
which exist today is the Munson Army Shoe which was 
adopted for army use some years ago and which was tned on a 
large scale during the mobilization of our great armv and which 
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was not found wanting It seems the best average shoe made 
today It is easily procured for men not so easily for women 
Dunng the painful period the shoe may be tilted so that the 
inner border is raised an easy and satisfactory device beino- the 
tomahawk wedge 

The proper exerases combined with a properly modified 
shoe will adequately take care of about 80 per cent of all cases 
of simple weak foot in the remaining 20 per cent some form of 
metal arch support becomes necessary However the arch 
support should be prescribed with as much reluctance a one 
should use in giving a crutch to a cripple who po stbly mi^ht do 
without it or in giving morphin to a patient 

The 390 cases of other foot conditions accompanying or 
simulating weak foot are divided as follows 


A te foot tr 34 

Evo t f t 8 

\\ k foot a t t s 2S 

\V at foot {d to ten f swy *c ph d) 32 

\\ ak foot and a sc 9 

W k foot — g no h at feet n 7 

Foot m sc H e 2S 

Ft thf t 39 

Foot fra t 10 

Foot t be 1 S3 

Foot h 11 4 

Foot nf t u 15 

Foot t t rsalg 64 

Foot (v, k » th h liux Ig s) 11 

Foot B i I tr ply 4 

L i pu 20 

Cal fr t tt 

C i msc 11 e u iS 


\\ !v foot w th sh t tend ch 11 ( muscl bo d foot ) 80 

Weak Foot with Arteriosclerosis — Twenty five cases of thi 
senes presented artenal changes in the feet The symptoms 
tology is not that o f ordinary weak feet The cases are usually 
bilateral In our senes there were 2 cases unilateral It is 
observed slightly more in males than in. females (males 18 
females 7) average age was about fifty b-etrly all of them 
complained of pain at night Cramps are a frequent s> rnptom 
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The wearing of metal arches usually causes increased discomfort 
The feet get cold easily Fairly frequent symptoms are swelling 
and numbness of the feet On examination the feet are cold 
In all cases the pulse of the dorsalis pedis artery or of the pos 
tenor tibial is either absent or very much diminished x Ray 
frequently shows marked atheromatous changes In 7 of the 
cases there was a history of excessive use of coffee and in 5 
an excessive use of tobacco This trouble occurs frequently 
in Hebrews Nearly all cases gave a history of having tned 
vanous forms of arch support with either no relief or actual 
mcrease of symptoms While not very much can be promised 
to these cases considerable relief is afforded by first the alternate 
hot and cold baths morning and e\ ening second warm stockings 
especially at night Third exposure to sunlight real or artificial 

Differential diagnostic features are the pain and cramps at 
night increase of pain from wearing arches and the absence of 
the pulse of the foot arteries ( x Raj often helps in making a 
diagnosis ) 

Weak Foot with Varicose Vems — There were 9 cases of weak 
foot observed in which vancose vems were the chief etiologic 
factor Four were m males and 5 in females average age of 
fort} four years The outstandmg feature here is that in addi 
tion to the fact that proper shoes must be worn adequate 
attention must be paid to the vancose vems either by elastic 
stockmg or by operation 

Chronic Arthntis of the Feet — Thirty nine cases The age 
vaned from twenty six to sixty average age being thirty seven 
Males 15 females 24 this condition was found unilateral m 
2 cases In 14 cases there were the signs of chronic arthntis m 
other joints There w as an old history of acute articular rheu 
matism in 9 cases In 12 of these cases we held the tonsils 
responsible and in 7 the teeth In 2 of these cases the onset 
was two weeks after an attack of tonsillitis and in 3 cases 
the onset was two or three weeks following la grippe In 4 of 
the cases there was distinct history of recent exposure to cold 

The symptoms of chronic arthntis of the feet simulate those 
of ordinary weak foot Differential diagnosis is often extremely 
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difficult Whenever posable the diagno ib of chrome arthritis 
should however be made as prognosis in chrome arthritis is not 
nearly so good as m simple weak foot 

On careful examination of such a patient a beginning arthritis 
can often be made out m other joints of the body (perhaps only 
in a finger or two) of which the patient him elf may not be 
aware The x ray offers considerable aid m most cases On 
the picture there can be seen especially in older cases the 
characteristic lipping at the articular margins Pam at night 
is a characteristic symptom and is often severe The weann 0 
of arch supports usually increases the pam and is a very suggest 
ive sign The treatment of chronic arthritis is di appointin 0 
Plentv of warmth warm stockings large shoes with felt inserts 
often give relief Sunlight long continued on the F oilier plan 
sometime gives relief 

Tuberculosis of the Tarsus — Eleven cases Average age of 
twenty five years age ranging from sixteen to fiftv Males 5 
females 6 In 5 cases a definite history of injury Nearly 
all oi these cases were mistaken for flat foot e penally at the 
beginning of the svraptoms In 2 of the e cases this mistal e 
wa made by the wnter We hould be extremely chary in 
calling a unilateral foot condition weak foot Weak foot is 
almost alway s bilateral while tuberculosis of course is practi 
cally always unilateral Several of these cases of tuberculosis 
of the tarsus appeared with flat foot arches which seemed to 
increase the pam * Rav usuallv settled the diagnosi com 
brned with the historv and physical findings {welling local heat 
general temperature) 

The treatment is that of surgical tuberculosis elsewhere 
In 2 cases it was possible to remove totally the disease aread by 
means of a transverse resection of the tarsus Several other 
ca e did well by means of nght angle fixation splint combined 
with the Rolhtr sunlight treatment Several of the cases 
dropped from observ ation One case submitted to amputation 

Illustrat c Case — L S male age eighteen Swede tarmer 
previous health tonsillectomy two months ago othenvi e 
negative History of present illness Seven months ago when 
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patient was hauling and unloading sand noticed some para in 
right foot foot began to swell on the top after a week or so foot 
kept getting a little worse gradually until about four months 
later when he stopped worlrng and went to a physician who 
applied a plaster cast Since then patient has been Iving around 
the house domg no work Cast remained on for two weeks then 
another one applied Casts ha\e been applied e\er since 
Conditions has been getting worse During the past week 
patient has hardlv been able to sleep 

Present complaint Pain in the arch and through the body 
of the foot Hurts nearly all the time Patient has been using 
crutches for the past five months No trouble with other foot 

Physical findings Right foot markedly swollen over the 
mediotarsal region Considerable atrophy of the musculature 
of the leg Swelling is general However it is most marked on 
the dorsum Slight swelling of the toes marked local heat of 
the dorsum of the foot also tenderness Some tenderness on 
deep pressure over the plantar portion of foot No reddening 
On measurement about lj inches of swelling Wassermann 
negative Tuberculin subcutaneous positive x Ray shows 
tuberculosis involvement of Lisfrancs joint Operation trans 
verse incision U shaped flap excision of Lisfranc s joint 
Plaster cast Primary healmg One year later patient is 
walking on foot Foot is somewhat shortened otherwise normal 
Motions of toes O k 

Weak Foot Gonorrheal —Seven cases Average age 
twenty five All male Time of onset of foot symptoms after 
gonorrheal discharge two weeks to four months The exact 
relationship of gonorrhea to so called gonorrheal flat foot is not 
definitely established However the occurrence of this 
trouble after the original infection is regular enough to warrant 
the belief that there exists an etiologic relationship More 
over this form of foot complaint is extremely unyielding to any 
form of therapy The outstanding feature of therapy is to 
recognize not only the necessity of treiting the foot condition 
but also to take care of the pnmarv infectious focus located in 
the gemto urinarv apparatus 
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Foot Infection — -Fifteen cases These cases are to be divided 
as follows 


0 t mj 1 1 calc 1 

Peno tit m t t sal gi 3 

1 f 1 0 s b t te do h ll 1 

Ge al ed st my 1 1 foot ch 2 

M tata al o t my 1 1 7 

0 teomj 1 1 scapho <1 1 


Chrome osteomj elitis v hich is due to a germ of low virulency 
may sometimes superficially simulate weak foot It is of course 
eas> to differentiate The trouble is unilateral x Ray and 
blood count usually clinch the diagnosis together with the history 
of the case Treatment of osteomj elitis is the same as that 
elsewhere Owing to the fact that it is difficult to obliterate 
old bonj cavities in osteomj elitis of the tarsal bones the 
writer has in 2 cases used a free fat transplant in filling up 
these cavities 

Miscellaneous Pathologic Conditions — Twenty eight cases 
Fhese cases were divided as follows 

c K 

Fo g bod s pect d 


Need! 4 

P bbl 1 

P c i\ thr 1 

Gl 1 

Pe o 1 1 3 

Bu t ( bo t mall 1 ) 1 

Lpm 2 

A hll dyn 4 

Go t 1 

Te yn t 2 

Hy te 3 

Ray d s d e 1 

L (te <1 ) 2 


Foot Weak (Disturbance of the Accessory Scaphoid) ~ 
Twelve cases As hr as the writer knows this condition has 
not been previously described Ages range from twelve to 
forty three average age being eighteen Occurred eight times 
in females and four times in males Symptoms were unilateral 
in 8 cases and bilateral m 4 cases The umlateral nght foot 
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0 left foot 3 x Ra> showed unilateral accessory scaphoids in 
5 and bilaterals in 7 cases 

The accessory scaphoid is a structure which has been observed 
for many years It occurs normally m from 12 to 16 per cent 
of all feet It may be large or small unilateral or bilateral At 
times this normal structure gives rise to pain A few of the 
patients gave a history of slight injury the majority however 
gave a history of no injury The pam and tenderness are 
confined to the region of the scaphoid and x ray rev eals the 
presence of an accessory scaphoid In 5 of the cases the trouble 
was severe enough to warrant removal of the accessory scaphoid 
which resulted in complete cure Two of the cases got well 
without operation 1 case is still complaining the remaining 
4 cases were lost sight of This condition has mistakenly been 
termed a fracture of the scaphoid due to mild injury 1 

Foot Fracture — Ten cases Fractures of the tarsal and 
metatarsal bones often go unrecognized at the time of the injury 
Nearly all of the above 10 cases were seen a long time after the 
occurrence of the fracture and came complaining of indefinite 
painful foot symptoms Occasionally the history of trauma is 
difficult to elicit either because it was so slight or because so 
much time had intervened While most of the cases were seen 
at periods of four to six months after the fracture 1 case was 
seen thirty nine years after the occurrence of the fracture and 
another case fifty years after 

Fractures of the metatarsals arc especially prone to cause 
more or less painful symptoms Especially is this true with the 
fractures of the base of the fifth metatarsal which is often 
unrecognized at the time of occurrence and if not taken care of 
properly wall produce a pamful foot condition lastmg for months 

Foot Exostosis — Eight cases Owing probably to the 
wearing of too short shoes a frequent exostosis is to be found at 
the base of the first metatarsal In our senes there were 5 
cases of distinct thickening in this location In 1 case there 

This disease process may be the same one as is often present in the 
ju\emle h p (Legg s disease) or in the adolescent knee (Schlatter Osgood 
knee) 



EMIL S GEIST 


1398 

was an exostosis below the internal malleolus and m n cases an 
exostosis below the external malleolus mechanical!) interfering 
with proper function of the ankle joint 

Acute Foot Strain Fourteen cases Acute foot strain is 
sometimes differentiated with difficult from the ordinary t>pe 
of weak foot with the exception that here again as a rule we 
have a unilateral in tead of a bilateral condition to deal with 
There is a definite historv ol moderated severe trauma The 
ordinary type of Gibney strapping is usually all that is necessary 
in these cases 

Weak Foot with Hallux Valgus In 11 cases there was 
distinct association of marked hallux valgus with ordinary 
fiat foot symptoms It goes without saying that the condition 
of weak foot cannot be treated until the hallux valgus is properly 
talen care of In this connection n is also well to say that 
calluses and corns are frequent conditions accompanying weak 
foot and must be proper 1> dealt with if we are to achieve 
success m the treatment of ordinary weak foot 

Spurs of the Os Calcis — -Twenty cases It must be remem 
bered that spurs of the calcis are structures sometimes found in 
supposedly normal feet In a senes of one hundred patnles 
feet they were found m 2 cases However these spurs are 
usually the result of chronic infection sometimes due to gono 
cocci and sometimes follow mg some >ther form of infection such 
as la grippe In a patient afflicted with heel pains we arc 
sometimes able by means of x rav pictures txtendmg over a 
penod of months to show the development of a calcaneal spur 
Normally there exists m the same region a large bursa which 
may be the chief source of troubk In the treatment of these 
spurs it is well to remember that their removal usuallv means 
a cure however not alvvws In removing them one should 
always be careful to remove the bursa or bur x which ate 
adjacent It is sometimes a que tion whether the removal of 
the bursa alone would not be enough to effect a cure in most 
cases 

Fracture Os Calcis — Fleven cases Fracture of the calcis 
At... f.Alk in the 
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feet in a standing position The "writer has seen 1 case m which 
the opposite was the case A sewer over which the patient 
was standing exploded thus shattering the calcis The ortho 
pedic surgeon sees most of these cases after a lapse of months 
The a\erage time these 11 cases were seen was at about six 
months the longest one being fourteen months after the injury 
x Rays of all these cases show as a rule marked displacement 
of the fragments and consequent deformity and thickening ot 
the os calcis In one such case of fresh fracture of the calcis 
a U shaped incision was made about the heel the entire calcis 
was laid bare and the shattered fragments were brought into 
accurate apposition and held there by means of multiple loops 
and ties of chromic catgut with a perfect result In several of 
these cases the patient came to the consulting room wnth a 
diagnosis of traumatic flat foot an almost unpardonable mistaken 
diagnosis since the use of the r ray is available 

Calcis, Miscellaneous — Eighteen cases Under this head 
mg the following cases may be classed 


Achillod> ma 

t case 


Exosto s (calcis) 

1 (in rear of calcis) 

Bu sitis 

3 ca es 


Apophysit s 

1 ca e 


Per ostitis 

3 cases 


Tube culosis calc 

1 ca e 


C>st calcis 

1 


O teomjel t s 

2 cases 

© 

Weak Foot With 

Short Tendo Achillis 

— Eighty i 


About ten > ears ago the writer called attention to the frequent 
occurrence of a short tendo Achilhs with weak foot and pomted 
out that a short tendo ochilhs stood in etiologic relationship 
to the weak foot Long before this time Schaffer of New York 
had also pomted to the same etiological factor of a great many 
cases of weak foot Smce this time a number of contributions 
on the subject b> Hibbs and others on the Muscle Bound 
Foot called further attention to this subject In routine 
examination in the army it has been estimated that at least 
10 to 20 per cent of the flat feet were due to this condition of 
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shortened tendo achillis The degree o{ hortemn b can be 
moderate or severe It is often although not alwa>s due to 
the high heeled shoe mi often worn bv women In a number of 
cases a short heel cord was found in children from five to fifteen 
years of age In severe and aggravated ca es the rented) con 
sists in an achiilotenotomy This however is not to be done 
until ever} other means for the relief of pam has been exhausted 
as section of the tendo achillis is a severe operation often e 
nousl} incapacitating the foot In those cases however which 
are careful!} selected great improvement results not onlv as 
far as the relief of pam is concerned but also in the function and 
appearance of tht foot In a larger group of cases the tendon 
can be stretched b) means of correctlv applied plister-of 3 ans 
bandaging Zt is often surprising how the arch will reconstitute 
itself after stretching or section of the tendo achillis We all 
know that m paral>sis of the posterior leg musculature there 
often occurs a marked increase of the normal arch of the foot 
(hollow foot) A similar process takes place when a short tendo 
achillis is lengthened 

Toe Cases — One hundred and thirt} two cases The cases 
of toe pathologv in this enes were subdivided as follows 


Fra ture 9 

Go t 8 

Hamm toes 15 

Hallux gidu 10 

H Hu algu <St 

Osteomjel t 4 

Tuber lo s 3 

M seellaneous 22 


Conclusion — In conclusion it mav be said that cases of 
foot disability arc to be carefully studied and not called flat 
foot indiscriminately It will be found that many of the e 
cases can be excluded as not belonging to the or dinar} type of 
static foot disability but fall into one or the other of the groups 
h ted above Since intelligent treatment i based upon correct 
diagnosis the importance of making the differentiation is 
obvious 



LOOSE BODY KNEE FOUND BENEATH EXTERNAL 
SEMILUNAR CARTILAGE 


The following case is of interest because of the unusual place 
in which the loose body was found Repeated x rays (see 
accompanying tracings Figs 626 627) showed the loose body 
apparently anchored in the same place in the region of the 
external meniscus 




On opening the joint through a curved (Jones) incision the 
loose body sought for was not seen as readily as w as anticipated 
In fact it was only after considerable instrumental search that 
it was finally located beneath and completely hidden by the 
external meniscus The loose body had inserted itself between 
the lower surface of the external semilunar cartilage and the 
upper surface of the tibia It was not adherent and was easily 
‘ popped out of place after it was located 
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Case Report — -No d9p 1 Injur) thirteen -jears ago 
bpramed knee Raster cast for two months Knee has 
always been a tnfle weak No particular trouble for about 
eleven jears until patient sprained the knee again FolIowm to 
this second injur) repeated attacks of locking occasionally 
several of the e attacks in one da> Knee swelled after nearlj 
everv attack 

On examination (December 3 1921) there existed marked 
swelling and effusion of the knee joint A plaster of Pans ca t 
was accordingly applied to allow the effects of trauma to suhside 
Bv December 28th the 1 nee looked normal December 30 19 7 1 
operation Curved incision 6 to See of blood} fluid evacuated 
After considerable carch the loose bod) was found located 
beneath the external semilunar cartilage On examination of 
the lower end of the femur it was possible to note that the loose 
body had been extruded from the mesial edge of the internal 
condjde (osteochondritis dissecans) Sub equent course of 
events favorable Reactionless wound healing and complete 
relief from s)mptoms of locking 



ALBEE BONE GRAFT OPERATION IN TUBERCULOSIS OF 

THE SPINE A FEW UNEXPECTED RESULTS 

The following 5 cases (of 75 Albee bone graft operations 
in tuberculosis of the spine) present elements of interest In 2 
cases a second tuberculous infection occurred m the spme at a 
distance from the site of the first infection One of these 
patients submitted to a second bone grafting operation in 
order to ngidify another portion of the spme 

Fracture of the graft occurred m 1 case 

In 2 cases there occurred paralysis while the patient was 
lying in bed recovering from the effects of the bone grafting 
operation 

Case I — No 60o9 Female aged thirty two Typical tuber 
culous spme Destruction of body of seventh dorsal Albee 
bone graft operation September 25 1918 followed by helio 
therapy Perfect result until January 1922 w hen patient reports 
small Lyphos beginning in the upper lumbar region x Ray s show 
marked inv oh ement and destruction of second lumbar \ ertebra 
Operation February 2 1922 Typical Albee operation immo 
bihzmg lower dorsal and practically the entire lumbar spme 
Apnl 1 1923 patient was domg well and not complaining of 
symptoms attending to her work 

Case n — No 3354 Male aged tewnty Typical tuber- 
culous spme mv oh ement of bodies of first and second lumbars 
Albee bone graft operation March 13 1919 Patient considered 
himself cured until March 2 1923 x Ray now shows tuber 
culous definite mv oh ement of ninth and tenth dorsals 
surrounded by typical fusiform tuberculous abscess 

Case HI — Fracture of Graft —Female aged twenty five 
Typical tuberculous spme Tenth and elev enth dorsals affected 
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Slight amount of angulation Albee bone graft operation 
Reasonless healing Remained well for about two years 
when sudden onset of pam following mild injury x Rays 
revealed fractured graft and increase of the amount of bony 
destruction of the bodies in the infected vertebra. Went else 
where for second ALhee operation and according to report is 
doing well 

Case IV —Paralysis — No 4748 Male aged thirty eight 
Tuberculous spine Seventh and eighth dorsal vertebra: Small 
definite kyphos Knee reflexes slightly mcrea ed Typical 
Albee operation Janurary 5 1920 Patient did nicely for about 
one year after which time gradual on Pt of paralysis leg 
reflexes mirhedly increased Put to bed immediately where he 
remained for about one year Paralysis gradually disappeared 
and patient is now walking about apparently cured of his 
tuberculous spine Gait is slightly spastic Reflexes still 
markedly mcrea ed 

Case V — Male aged forty Tuberculous spine Involve 
ment of eleventh and twelfth dorsals Fairly well marked 
kvphos Reflexes normal Albee operation February 14 1921 
typical Albee operation Reactionless healing Patient quite 
restless m bed Eight weeks follow mg the operation beginning 
numbness in legs Reflexes became exaggerated In spite of 
ab olute rest in bed paralysis progressed so as to become total 
and gradually involved bladder and bowels Patient s general 
condition became poor and he died five months following the 
operation 



GENU RECURVATUM FOLLOWING RESECTION FOR 
TUBERCULOSIS 


The following illustrates what can happen to a knee joint 
which has been resected when no proper protection has been 
given It is of course well known that following resection of 
the knee the knee should be protected b> means of a plaster 
splint or other form of brace for at least a year m order to 
prevent flexion contracture 




In this particular case deformity resulted in the opposite 
direction (genu recunatum) (Figs 628-630) Bonj ankylosis 
existed and b) means of a wedge osteotomy the deformity 
could be easilj corrected 
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Case Report — No 3363 First operation A resection 
of nght knee for tuberculosis (this resection done elsewhere 
seven jears ago) The deformitv commenced about one >ear 
following the resection At the time of our first examination 
the deformity existed as shown in Figs 628 629 



F g 630 


Secon 1 operation (April 1 1914) \\ edge resection plaster 
cast followed b> brace which was wom for about two jears 
Pesult shown in Fig 630 



BIESALSKI S OPERATION PANASTRAGALOID ARTHRO 
DESIS IN TUBERCULOSIS OF THE ANKLE 

Upox recommendation three years ago by Dr Fred Gaenslen 
of Milwaukee the writer has performed this operation six times 
on advanced cases of tuberculosis of the ankle joint in the adult 
cases which in my opinion might otherwise have been considered 
amputation cases Four cases are too recent to report at this 
time Two cases here reported were both operated m December 
1921 and the patients are now walking on their feet without 
pain and are apparently cured The accompanying sketch 
(Fig 631) shows that the arthrodesis involves the ankle joint 



the subastragaloid joint the astragalonavicular joint and the 
calcaneocuboid joint Complete fusion m all these jomts must 
be aimed for 

Case I — No 5990 remale aged twenty five Sprained 
left ankle March 1919 Laid up a week at the time Swelling 
and pain on outer portion of ankle Bandaging relieved con 
dition Teet all right after that except she frequently turns the 
ankle About March 1921 grdaual onset of swelling Three 
casts applied Has used crutches from time to time Present 
complaint Pain and swelling m ankle Patient limps 

Examination — Left ankle Marked swelling Contours of 
ankle joint effaced Chief swelling m region of external malleo 
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lus Fluctuation Considerable tenderness over the ankle 
joint especially antenorly Foot held markedly extended 
All motions painful Foot can only be brought to about 110 
degrees dorsiflexion Considerable local heat Great atrophy 
of the leg musculature x Ray shows typical tuberculous 
involvement of both tibia and astragalus Diagnosis tuber 
culous ankle Wassemiann negativ e 

Operation (December 24 1921) Whitman incision Eight 
or 10 c c of tuberculous pus which contained tubercle bacilli 
encountered Articular cartilages of low er end of tibia as w ell 
as upper end ot astragalus were loose and partially detached 
Considerable erosion of articular cartilage Involvement of the 
astragalocalcane joint Complete denuding bv means of 
chisel and gouge of the tibio astragaloid the astragalonavicular 
the astragalocalcaneal and the calcaneocuboid joints Plaster 
cast Twenty four hour dram Repeated casts follow mg this 
until September 1922 when brace was applied Heliotherapy 
ever since operation Smus closed Wound completelv closed 
in July 1922 December 1922 brace discontinued Apnl 
19^2 patient walking on foot Absolute ankylosis at ankle 
joint Foot painless 

Case II— No 5932 Male aged nineteen Left ankle 
Gradual onset beginning about June 1919 Sprained ankle 
frequently In June 1921 gradual onset of swelling Pam 
about ankle joint Patient began to limp Wore metal splint 
until day of examination 

Present complaint Swelling of ankle Pain on use Patient 
walks with crutches On examination (November 29 1921) foot 
m marked equinus Left ankle swollen so that entire joint 
contours were effaced Considerable local heat Fluctuation 
Atrophy of the leg musculature 

Operation (December 12 1921) Typical Biesalski pan 
astragaloid arthrodesis Plaster casts applied and reapplied 
until about August 1921 This followed by brace Patient is 
now walking with brace ankle and foot being practicatly normal 
absolute ankylosis at ankle jomt having supervened 
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EXTERNAL NASAL DEFORMITIES OF TRAUMATIC 
ORIGIN REPORT OF SIX CASES 

Until comparatively recent years the treatment of external 
injuries of the nose was included in the scope of the general 
surgeon s field of endeavor But now largely because of a better 
and broader training and a more comprehensive knowledge of 
the external and internal structures of the nose this highly 
specialized work is generally delegated to the rhmologist In 
addition to bemg more familiar with the anatomic and physiologic 
phases of the subject and because of greater experience and 
improvements in methods the modem rhmologist is able to 
achieve by intranasal subcutaneous procedures and thus avoid 
a scar that which the general surgeon perforce accomplishes 
by an external approach Furthermore the majonty of external 
nasal wounds are accompanied by intranasal injuries which, if 
not properly managed frequently result in functional impair 
ment Therefore in addition to obtaining a satisfactory cosmetic 
result successful treatment of nasal injuries must include 
measures which will re establish the intranasal function 

Injuries to the nose arc common ranging in degree from 
contusions dislocations and compound comminuted fractures 
to injuries so formidable that the nose is partially or completely 
destroyed But this article is limited to a consideration of the 
more common injuries which embrace fractures and dislocations 
of the nasal bones the nasal process of the superior maxilla 
perpendicular plate of the ethmoid bone and the triangular 
cartilage of the septum The v omer ev en m extensiv e fracture 
dislocations usually escapes injury 

vol . 3 — 89 1409 
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The following 6 cases detailed in the succeeding context have 
been selected for the reason that they seem quite representative 
of the common types of nasal deformities cau ed b> traumatism 

REPORT OF CASES 

Preparation — The nares are cleansed by spravmg with warm 
Dobell s solution The shin of the nose forehead a part of the 
cheeks and upper Up are sterilized with McDonald s solution 
and the head and fact covered with a moist sterile towel through 
which an opening is made to expose the nose 



I g 632 F g 633 

F g 632 — Ca I P e p rat e appearan 
F g 633 — Ca 1 Post p at e ult 


Anesthesia — The nasal muco a is spra>ed with a 1 per cent 
solution of cocam containmg 20 drops of epinephnn to the 
ounce and followed b> two or three applications of a 20 per cent 
solution of tocain The cutaneous tissues are anesthestized b> 
circumferential infiltration of a of 1 per cent novocain solu 
tion to which 10 drops of epinephnn have been added 

Case I (Tig 632 633) —This lad aged fifteen was 
injured during infanev and as a result of a fracture dislocation 
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of the cartilaginous portion of the nasal septum the nose is 
markedly deflected to the right The greatly deviated and 
thickened nasal septum has left verj little space m either 
nasal chamber and as a consequence plainly indicated in 
the accompanying photograph he is a confirmed mouth 
breather 

Operation — Immediately following a submucous resection 
of the nasal septum with knife and forceps introduced between 
the mucopenchondnal flaps the remaining superior portion of 
the triangular cartilage was separated from its attachment to 
the perpendicular plate of the ethmoid bone The nose was 
then forced as far toward the left side as possible and there 
retamed with a gauze collodion dressing for a period of ten dajs 
Tunctionally and cosmeticallj the result is satisfactoiy 

Case II (Figs 634-637) — About ten y ears ago this man 
aged sixty four received an injury which crushed the left 
nasal bone and dislocated the nght Intranasal examination 
disclosed a deflected septum due to a fracture of the perpen 
dicular plate of the ethmoid and the triangular cartilage of the 
septum His nose like that described in the preceding report 
was deflected from the median Ime 

Operation The soft tissues over the nasal bone mfra 
glabellar notch and the nasal processes of the superior maxilhe 
were elevated b> the intranasal subcutaneous method and the 
nasal bones disarticulated and reset to conform as nearly as 
possible to their original position On the side of the depressed 
fracture a Simpson Bemay tampon was introduced between the 
septum and the nasal bone (then moistened to cause it to expand) 
to retam the bone in its proper position The right nasal bone 
now freed of its attachments was returned to its normal position 
as nearly as the scar tissue would permit and a diy Simpson 
Bemaj sponge corresponding in shape to the nasal bone was 
placed over it and held in place with several stnps of adhesive 
plaster applied in laminated fashion from cheek to cheek — a 
method original 1} suggested b} Dr Harmon Smith — and the 
sponge moistened to increase the pressure by its expansion 
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Subsequent^ a submucous reaction of the septum will be 
necessarj to restore mtranasal configuration and also to correct 

F g 634 F g 61$ 



Fig 63o Ftg 637 

h 634 635 C sc II P pera e appears 
Figs 636 63 — C cH P toper t ere It 


the lateral displacement of the lower portion of the nose as m 
the preceding case 
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Case ni (Hgs 638-641) — This man aged seventy two 
was injured about fifteen years ago when he was thrown from a 
vehicle and as a result of direct violence the right nasal bone 

Fig 638 Fig 639 



Fig 640 Fg 641 

Figs 638 639 — Case III Preoperati e appearance 
T igs 640 641 — Case III Postopevat \ result 


Mas crushed and depressed the left also being fractured and 
dislocated 

Operation — The nasal bones were returned to their original 
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positions and there retained bj procedures similar to those 
described m the preceding case which yielded a \ ery satisfactor) 
result 

F g <54 F g 643 



Fig 614 F g 645 

F g 61 643 — Cas IV Preopc at ve appea ar ce 
F g 644 — Case IV Four d v afte op< at on 
F ig 64S — C se IV F ! 

Case IV iFigs 642-645) —TweKe hours ago this patient 
•teed twenty fue receded a heavt blow with the fist in the 



EXTERNAL NASAL DEFORMITIES OF TRAUMATIC ORIGIN I4I5 


region of the left na^al bone and as shown bj the accompanjing 
photograph there is a compound comminuted fracture and 
depression of the left nasal bone The right nasal bone has been 
dislocated outward and downward so that about one third of it 
rests on the nasal process of the superior maxilla The per 
penchcular plate of the ethmoid also was fractured and the 
posterior portion of the nasal septum is deflected toward the 
left The depression between the nasal bones and tip of the 
nose existed pnor to the injur\ 

Operation — With a strong elevator introduced mtranasallj 
the left nasal bone was forced upward into its original position 
and a Simpson Bemaj tampon anointed with 10 per cent 
bismuth paste inserted between the septum and nasal bone to 
maintain it in its normal position The fractured and dislocated 
columella was straightened b\ applying pressure with Roes 
forceps and held in place with a Simpson Bemaj sponge intro- 
duced mto the left nasal chamber The pressure of the sponges 
is increased bj causing them to expand with moisture The 
sponge splints are changed dailj and discontinued on the fourth 
daj Bj manual manipulation and pressure the dislocated 
nght nasal bone w as easih reduced and a drj Simpson Bemaj 
sponge shaped to correspond to the size of the bone w as placed 
o\er it and held m position with se\ eral strips of adhesive tape 
If desired the pressure exerted bj the drj sponge maj be m 
creased by moistening it Cosmeticallj and functionallj the 
result is excellent 

Case V (Figs 646-649) — This patient a medical student 
aged twentj four received a compound comminuted fracture 
while playing basket ball Wav 1916 A general surgeon 
partiallj reduced the dislocation and sutured the wound Two 
weeks later dunng a baseball game he suffered another injurj 
m the same region and a spicule of bone was removed bj an 
external incision Since that time there has been a slow over 
growth of osteoid tissue producing a dorsal hump as shown in 
the accompanjnng photographs 

Operation — In addition to the preparation previous!} 
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out with warm sterile water the columnar masion was clo ed 
with two sutures A dr> Simp on Berna> sponge was placed 
over the dorsum of the nose and held m position mth several 
adhesive strips thui moistened to increase the pressure and 
thus prevent the formation of a hematoma The dressing was 
removed m twenty hours and the sutures two davs later 

Comment — The subcutaneous method of gaming access to 
the nasal dorsum described al o\e teing based on ound ana 
tomic surgical and cosmetic principles has the following advan 
tages ov er the procedures hitherto proposed for the ame purpo e 
The field is amenable to sterilization rendering infection an 
almost negligible factor the parts being readily accessible to 
manipulation the technic is simplified and traumati m mini 
mized annoying hunonhage is avoided the small masion 
promptl> heal without leaving a vi iblc token of the surgical 
intervention 

Case VI (Figs 652-65o) —Several >ears ago this man 
aged thirty two was injured in an automobile accident In 
addition to the depressed fractures of the na al bones the tissues 
ov er the dorsum of the nose w ere cut in se\ ml places with broken 
wind hield glass The rntrana al structures were uninjured 

Opera ton —The procedure emplo) ed in thiv ca e differs 
from that described in the preceding one m that the tunnel 
effected from the tip of the nose to the rnfragl ibellar notch was 
made evacth in the midlrne of the nasal dorsum and not more 
than inch wide A suitably shaped celluloid implant (Fig 
651 cl wa then introduced into the pocket to correct the 
depressed nasal deformit> and the initial incision closed as in 
the preceding case 

Regardless of the prosthetic material emploved for the 
correction of depressed nasal deformities the columnar hood 
masion has several distinct advantages namelj forward or 
lateral displacement 1 prevented the sutures are well removed 
from contact with the supporting material and the slight scar 
owing to its location is almost invisible 

Comment — There is a general strong deep rooted prejudice 
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against the u*e of foreign substances ns n supporting material 
for the relief of depressed nasal deformities based on the hnowl 
edge gamed from clinical experience that then act as tissue 
Fig 652 Fig 653 




Fig 654 Fig 655 

Figs 652 653 —Case VI Preoperative appearance 
Figs 654 655 — Case VI Postopcrati* e result 


irritants and sooner or later become extruded In a wide sense 
this contention is well authenticated But celluloid is the 
outstanding exception for it has been conclusive!} proved by 
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those who have used this material that it will remain indefinitely 
within the nasal tissues without causing any irritation and 
therefore does not become extruded 

Only those who have bad no actual experience with the 
use of celluloid condemn the method and therefore the assump 
non that the idea is fundamentally unsound rests wholly on the 
foreign body theory 

>1} own experience based on a senes of 25 cases m which 
celluloid implants have been employed for the correction of 
depressed nasal deformities without a single extrusion is striking 
proof that celluloid cannot with justice be included m the 
category of the tissue irritating foreign bodies The implants 
have remained as introduced into the tissues o\er periods 
ranging from a few months to more than fi\e years 

The manifold advantages of celluloid over paraffin bone 
and cartilage having been fully set forth in a previous article 1 
it suffices here to say that being perfectly convinced of the 
notable merits of the method I venture the prediction that 
eventually it will be netted as the ideal supporting material 
and supersede the method now in vogue 

D pr sed Nasal D fomt AC rap son { th Pro th t Vie 
f Paraffin 3 » Carl l g and Cell Id th R port ! Ca e Co ectcd 

th C 11 lo d Impl nt by th A th Meth d An al f Otol gy Rh 
nol gy and Laryng ! gy }« 1923 l 32 N 2 
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EQUIPMENT FOR THE STANDARDIZATION OF THE 
TREATMENT OF FRACTURES 

The apparent increase in the number of traumatic cases 
admitted to the surgical service of the Minneapolis General 
Hospital is undoubtedly a fair cntenon of the experience of 
institutions of a similar character in other rapidly growing 
municipalities The preponderance of these cases is fractures 
of the long bones of the extremities 

As the work of this type has progressively increased on my 
service we have found it necessary to attempt at least to stand 
ardize m a way the treatment and the equipment utilized in 
the management of these cases 

Anyone who has had the responsibility of a large fracture 
service will appreciate the accompanying inconveniences and 
handicaps which usually exist where no definite system of treat 
ment is in vogue and where splints and apparatus are stored at 
some distance away in dark rooms in disorder and confusion 
Therefore for the purpose of simplifying the management of 
these cases to save time and attempt to bring about better 
results I have devised the following equipment and system 
which is now m operation on my service at the Minneapolis 
General Hospital While it is by no means perfect it has prov ed 
a distinctly progressive step and convenience m the treatment of 
fracture cases 

The equipment consists of a fracture tool truck a set of three 
splints fracture beds and Balkan frames and a room is provided 
directly off the fracture ward where truck splints and auxiliary 
apparatus are stored when not in use 
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The truck which is shown xn Fig 656 xs made of angle iron 
and mounted upon heavy rubber tired wheels which makes it 
practical to wheel anywhere in the ward and carries a set of 
splints weights rope pullejs set of tool such as hammer 
wrenches coaptation appliances felt leather rubber adhesive 
plaster mole skin towels pins etc A vise is mounted on one 
end and this is useful in bending rods and nn 0 s to proper angles 
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The splints referred to consist of three types which constitute 
a set and are designated as A B and C (See Fig 657-6S9 ) 
As this is the original presentation of this equipment certain 
detailed description is deemed permissible 

The A splint is a modified Thomas Williams splint being 
adjustable as to length and is also supplied with four different 
sized rings which can be used for the right or left limbs It will 
be noted that the nng A 1 is directly connected with two hon 

r/vlc Titnett dtp inserted inf -ft the lortP Li h&r A® whlrfl 
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Fig 657 — Model A leg splint Al Pla n set collars AZ set collar 
■with hinge A7 eye set sere s A8 U slide tube A9 U slide tube AlO 
rings A15 side swinging rods A22 arch rod and nuts A 23 adjustable screw 
ball and wing nut A2S bar clamp and screws A27 adjustable screw clamp 
and screw A 17 foot spring 



Fig 653 — Model B leg and arm splint A 7 E>esetscre\s B3 plain 
Set collar B4 set collar w ith h nge B8 U si d tube (lo g) B9 U slide 
tube (sho t) BIO n g and rods BIS side sw inging rods 
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make* it possible to increase or decrease the length of the splint 
at will and fixation of the e rods is accomplished by set screws 
A 7 The hinged collars which travel on the horizontal bars A 
have rods attached which ate inserted into the U bar A* 
making it possible to adjust this flexion bar at any position on 
the main splint thus providing a readily adjustable apparatus 
for early motion of the knee in fractures of the femur The 
foot piece A M is adjustable for any length of limb b> the collars 



Fig 659 — Modi C arm pint A7 Eye set screws B3 plain set col 
la s C8 U tide tube (forearm) CIO n and rods CP 1 d ng od and 
tube (arm) AZl alum tium plat AI6 foot spring t colla 

A® and setscrews A T adjustment of thes>t parts preventing 
toe drop still allowing exercise of the ankle joint The arched 
rod A 2 is fixed to the parallel bars by set screws and clamp A * 
and can be moved longitudmallv on the horizontal bars and 
provides a fixed point for the adjusting screw ball and wnng nut 
A J and the aluminum plate A 1 where direct pressure is needed 
This arched rod roal es it possible by adjusting the fixture A r 
to bring dwet pressure m any diameter of the limb The ring'- 
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of these splints are padded TVith felt co\ ered with chamois and 
the aluminum plate A containing onl\ a small amount of 



Fig 661 

The B splint is a small A splint and from the description 
of the latter the mechanical arrangement of B is obvious except 

lot. 3—90 
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Fg 663 
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it will be noted in Fig 660 the rings are at right angles to the rods 
which are in erted into the U bar B s The rings being at 
right angles this splint maj be used for 

1 Abduction treatment of fractures of the upper arm (Fig 
660) 

2 As an aeroplane splint (Fig 661) 



Fig 664 

3 For fractures of the thigh or leg m children o\er six jears 
of age (rig 662) 

4 Fractures of the upper arm accompanied b) injuries to 
the lower arm in which extension in two different directions is 
nece^san (Suggested in Fig 663 ) 

This is an extremel} useful splint and man) other combina 
tions will uggest themseU es to the operator When using this 



1428 


ARCHA E WILCOX 


splint upon the young adult as a leg splint it is necessary after 
choosing the nng which fits the leg to bend the bars connected 
with the nng to such an angle as may be appropnate to suit the 
groin of the patient 

It will be noted that the A splint rings are all made at an 
angle of 45 degrees to the horizontal bars but it is frequently 
found necessary to change this angle and these rods are easil> 
bent 

The C splint 1 a modified Jones splint (Fjg 664) It has 
four different sized rings the same as the A and B splints 



Fg 665 

and 1 adjustable as far as length 1 concerned bj adjustin 0 
the bars C 9 and C* fixation of same is accomplished bj fastening 
with set screws A 7 This allows for lengthening the bars for 
the forearm or arm and by turning nngs about the splint can 
be used on either the right or left arm 

A suggestion of the u e of this splint is shown in Fig 664 
and for splint A in Figs 665 666 None of these dressm s 
are complete The\ are onI> pre ented as suggestions as to 
the fundamental application of the splints 
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Extension by calipers adhesive plaster or pins and the 
treatment by open or closed methods are not in an) way inter 
fered with by the use of this apparatus and it has become our 
custom in operative cases to use these splints routinely rather 
than plaster casts It has also been our custom when fracture 
cases are brought to the hospital after first aid has been ren 
dered and some definite idea as regards the course of treatment 
has been decided upon to wheel our fracture truck into the 


ward select the ring which fits the patient and the parts to which 
it is to be applied and then directly from the tool cart or truck 
to complete the dressing at one sitting subsequently checking 
with x ray and adjusting accordingly 

Since we have had sufficient apparatus of this tvpe and 
housed as suggested in the beginning of this article the house 
officers and interns have taken much more interest in fracture 
Work The results I am sure have been infinitely better much 
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time has been saved and the co-operauon of the patients in doing 
their part has become quite prominent For instance m early 
motion of the knee joint in fractures of the thigh pulleys and 
ropes are arranged to the flexion bars and the patient has helped 
to d great degree in early re establishment of function in this 
joint which formerly has given so much trouble uben allowed 
to remain too long in fixed apparatus 



FRACTURE OF RIGHT AND LEFT TIBIA AND FIBULA- 
LOWER THIRDS 


The following case is reported on account of the difficulties 
in treatment 

This young lady Miss J eighteen > ears of age w as injured 
September 2o 1920 Her injuries consisted of a compound 
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After repeated attempts at reduction of the fractures it 
seemed wise to consider them operative The young lady s 
family however refused to hav e her operated and consequent!} 
wc were compelled to use extension and fixation as a treatment 
of choice Extension was accomplished bv applying fairly 
heavy plaster casts the malleoli insteps and heels being well 
padded with heavy saddler s felt Extension was made directly 
through the casts both limbs being slightly abducted Patient 
was on a Bradford frame swung on the authors fracture bed 
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F g 66S 669 —111 t te ca e of M J Fr ct I both bo f (xrth 
1 g 

as illustrated in Fig 667 In addition to the extension throu D h 
the casts which was carefully guarded a large window was cut 
in the upper half of each cast and frequent adjustment of the 
fragments by lateral padding with felt within the casts was 
instituted 

Good union took place in both fractures and the clinical 
result is well illustrated in Figs 668 669 The rrays (Figs 
670 671) show some overlapping of the nght and left fibula? 
but the tibial alignment is excellent and functional result m this 
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case is 100 per cent patient having practicalh full restoration 
of function at the end of six months 

While I do not wish to enter into a discussion at this time 
upon the indications for operative procedures in fractures m the 
long bones jet I think it is well to emphazise three points 



Fig 670 



Fig 671 


Figs 670 671 — To illustrate case of Miss J Fracture of both bones of 
both legs 


1 E\erj attempt must be made to reduce deformitj in 
fractured bones bj the closed method before operativ e procedures 
are thought of This can onlj be accomplished bj repeated 
x raj pictures and conscientious effort on the part of the operator 
to utilize not onlj anatomic knowledge but sufficient time 
in the effort to overcome deformitj 

2 If after conscientious and repeated efforts it is found that 
the fragments of the fractures cannot be held m position one is 
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justified and it is his duty to advise upon treatment with or 
without internal fixation as may seem advisable 

3 In general we believe the Lane plate is of the utmost 
value in the internal fixation of fractures of the femur but 
practically confine its use to this area In the tibia our first 
choice is internal reduction without fixation and if fixation 
seems necessary our first choice is the beef bone screw or Parham 
band This of course all refers to acute fractures and not 
operativ e procedure for non union 

However in the case of Miss J where operative procedures 
were advised but refused the daily observation and adjustment 
of these limbs made possible the final clinical result which as 
stated is now 100 per cent 



COMMINUTED COMPLICATED FRACTURE OF LOWER 
END OF LEFT HUMERUS WITH GREAT DISPLACE 
MENT OF THE FRAGMENTS INVOLVEMENT OF 
ELBOW-JOINT 

The following case is presented as it is a typical case of 
severe mjuiy of the humerus and elbow joint and represents the 
type which is apt to cause considerable permanent deformity 
limitation of motion and dissatisfaction 



Fig 672 — Comminuted fracture of lower end of left humerus 

Mr P a young man was injured in Apnl 1920 injury being 
caused by glo\ ed hand catching in the crank of a cable reel the 
unwinding of which twisted the arm and threw him to the ground 
causing above descnbed injury 

M3 5 
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In the treatment of these cases in the adult repeated efforts 
are necessary before the fragments can be satisfactorily replaced 
and in many instances replacement is impossible and every 
succeeding a: ra> picture seems to look worse than the preceding 
one In fact these fractures are extremely discouraging from 
the x raj point of view w hatever ma> be the end result 

In treating the e complicated fractures of the lower end of 
the humerus the fundamental principles must be rigid!} adhered 



V 673 —C mm t d f ctwr !1 w r nd ft ft h m ru 

to That is the reduction of fragments fixation of same and 
early mobilization of the joint 

In this particular case repeated efforts were made to mold 
these fragments into place but our efforts Here futile and the 
deformity still remained the same from first to last as shown m 
x raj (Fig 672} The shaft of the humerus had been driven 
down between the two fragments represented by the external 
and internal condyle not only tipping them backward but 
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separating them as well and causing an acute angulation of their 
articulating surfaces Operative procedure was in our opinion 
clearly indicated in this case and on April 8 1920 v\e operated 
upon the outer condyle and after replacing the fragment held 
it in position with a Parham hand and bone drill which was left 
tit stlu It seemed advisable also to use a bont screw and one 
was inserted through the condole of the shaft as shown m Fig 
673 Subsequent x rajs showed the inner condyle markedly 



Fig 674 —Comm nuted f acture of lo er end of humerus 


displaced and a secondary operation was made Apnl 21 1920 
at which tune this condyle was fastened to the shift in fairly 
good position and held in position by bone screw Unfortunately 
the a raj show mg the anterior view of this has been misplaced 
Earlv pas ue motion was instituted in this cise md ultimitclv 
a very satisfactory x ray picture w as obtained is shown m Tig 
674 Iimititions of flexion and extension ire well lUustntcd in 
fig 67o 
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I believe this case demonstrated the necessity of courageously 
approaching complicated lractures near a joint by the operative 



Fg 67S 

method If one is satisfied to accept the belief that these frac 
tures are bound to cause limitation of motion always have done 
so and always will do so too much responsibility is imposed 
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upon nature and the result will always be bad Therefore I 
feel operative interference is not only logical but is indicated 
and irrespective of the fact that with operative treatment some 
bad results are obtained nevertheless many cases will be 1m 
proved and our experience justifies the grounds for instituting 
these operative procedures 

This patient at the present time has a v erv useful arm and 
although he had some involvement of the ulnar nerve for a tune 
manifested b} abnormal sensation and interosseous atrophj 
tbs has entirety subsided Our notes also show he had some 
intermittent discharge from smuses after removing the drill 
wbch necessitated removal of the Parham band and curetment 
and removal of the bone screws which evidently became mfected 
However smuses healed completed and no unpleasant com 
plications have occurred 




CLINIC OF DR ARNOLD SCHW\ZER 


St Joseph s Hospital St Paul 


A NEW PYELO URETERAL PLASTIC FOR 
HYDRONEPHROSIS 

Ever since Tengers publication in 1894 pv elo ureteral 
plastic operations for h>dronephrosis due to p> elo ureteral 
stricture^ or kinks are accepted forms of treatment In 1886 
Trendelenburg made the first and very simple plastic (according 
to Eummell in Chirurgische Operationslehrc b> Bier, Braun 
and Kummell 1920) Trendelenburg opened the hy dronephrotic 
sac widely and divided the spur w hich w as formed by the parallel 
course of the ureter with the wall of the renal pelvis The 
pelvis and ureter were split down to the point where the ureter 
left the pelvic sac The mucosae of the pelvis and ureter were 
then united bv catgut 

Fenger split the p\ elo ureteral stricture after the Hemeke 
Mikulicz principle for pylonc strictures and umted the upper 
and lower ends of the incision by suture thus transforming the 
longitudinal incision into a transverse union Both methods 
have been crowned by results in the hands of different operators 

The anatomic configuration at the py elo ureteral junction 
ma> vary a great deal At times an abnormal vessel was found 
to be the cause of the kink and was therefore divided Each 
case has its individuality and the form of plasty is thus probably 
best conceived and decided upon when the peculiarities are 
recognized Morns advised an operation practically identical 
with the procedure of Trendelenburg except that the pelvis is 
not opened so widely and the suture is not done through this 
opening in the pelvis Kucster s method is adapted for cases 
where the stneture is a few centimeters below the pelvis He 
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ties the ureter near its emergence from the hy droephrotic sac 
and Tesects the ureter to below the stricture He then splits 
the end oC the ureter for 1? cm downward and implants this 
into the lower pole of the pelvis Krogius advises to implant 
the split ureter into an opening made by a triangular excision 
at the lowest point of the sac Albarran advised a lateral 
anastomosis between pelvis and ureter below the stricture A 
ureteral catheter may be inserted from the convexity of the 
kidney emerging at the opening m the pelvis and entering the 
ureter again at the site elected for the anastomosis This 
avoids constriction during suture and favors a proper relation 
of the parts during healing 

I only want to speak of the plastic methods for stenosis at 
the pyelo ureteral junction and therefore will only mention 
without further discussion other ways of attack like nephropexy 
in case of floating kidney nephrostomy pyelostomy pyelophca 
tion or resection of the hydronephrotic sac anastomosis between 
the hydronephrotic sac and the bladder and finally nephrectomy 

Of the plastic operations without complete dm ion of the 
ureter from the pelvis all three operations mentioned (Trende 
lenburg Fenger and Moms) are nothing else than a linear 
division of the stneture with the one end of the incision m the 
kidney pelvis and the other in the ureter below the stricture 
The results of some of the foremost surgeons have not been very 
good with these methods and we read that as a rule the phstic 
operations are not very successful This is my excuse for 
offering a different method though I only had the chance to try 
it in 3 cases It is different m one essential point in that we 
try to a\ oid the difficulty one encounters m linear divi ion 
In this latter with the transverse suture of the longitudinal 
incision there exists always the tendency to the formation of a 
valve like fold from the part of the w all opposite to the suture 
There occurs according to the sketches m some of the pubbea 
tions a good deal of puckering at the ite of the new pyelo- 
ureteral union 

The method which I submit for your consideration is readily 

, jt i flio raw rpnnrta 
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Case I — Miss M R aged twenty one entered St Joseph s 
hospital on February 10 1916 with the diagnosis of appendicitis 
She had had vague attacks of abdominal pain smce she was 
nine years old She had four attacks of appendicitis since 
the first of the year There was tenderness over McBumey s 
point Appendectomy February 11 1916 demonstrated mod 
erate old inflammatory changes On February 17th she com 
plained of vague pain in the right lumbar region while she was 
sitting up On palpation the area was bulging and rather tense 
The pain became severe and the diagnosis of hydronephrosis 
was made The unne was somewhat turbid the temperature 



Fig 676 —Case I Small divert culum of renal pelvis with strictured ureteral 
opening in its roof Sharp kink of ureter 

which had stayed below 99 F went up to 100 F and the 
patient vomited On the following morning we withdrew by 
ureteral catheter 16 ounces of turbid urine from the kidney 
pelvis This brought great relief On February 21st we made 
the note that the unne after standing twentv four hours con 
tamed about 20 per cent by bulk of thick pus It is worth while 
remembenng this as it shows that even with this much infection 
conservative surgery is permissible The temperature came 
down to between 98 and 99 F There was less tenderness and 
the tenseness in the nght side was greatly diminished On 
February 2ath the resistence was again harder reaching with 
its pole to 2 cm below the navel line For two davs this filling 
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had gradually recurred with diminished pus m the urine On 
February 28th a pyelo ureteral plastic •was made 

The kidney was found distended to the size of a newborn 
baby s head The pelvis was incised A diverticulum the 
size of a pea was noticed and m its roof the ureteral opening was 
found It was greatly stricture After freeing the parts the 
course of the upper end of the ureter became considerably more 
straight A Y shaped incision was now made with its center 
about \ cm above the ureteral opening From here one le 
ran downward into the ureter which it split for a distance 
of about 1 cm The two other leg of the mci ion ran upward 
into the hydronephrotic sac with an angle of about 60 degrees 
between them Each of the three branches of the incision was 
about 1, cm long The tip of the triangular flap m the kidney 
pelvis was united by catgut with the lower end of the slit in the 
ureter avoiding the mucosa On each side sutures approximated 
the cut edges m such manner that the folds which always must 
occur were well up in the wide portion of the pelvi while at the 
ureter junction the parts were smooth The upper end of the 
ureter thus became funnel shaped Two catheters were now 
inserted from the convexity of the kidney one into the ureter 
the other only into the pelvic sac The former was removed 
after two days the one m the kidney pelvis after three On 
March 25th the patient left the hospital in good condition 
The urine rapidly cleared and has remained normal ever since 
Upon inquiry in November 1922 the patient wrote that she 
is in perfect health and has been so since she left the hospital 
in the spring of 1916 

Case II — Mrs C L K. mother of 4 children entered the 
hospital on February 21 1919 She had been operated upon 
six years previously elsewhere for stone in the left kidney Two 
weeks after the operation similar pam returned and kept on 
until two years later she was again operated upon Some 
abnormal bloodvessel were found at the renal pelvis and 
these — we are told — were divided One month after thi 
second operation the old pain reappeared A steady dull ache 
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m the kidney area alternated with frequent attacks of se\ere 
colicky pains and vomiting at intervals of from two days to 
two weeks 

On February 25 1919 we cut down upon the kidnev found 
it of good size with moderate dilatation of the pelvis which was 
divided into two channels Both pelves ended in narrowing 
outlets to join the unusually small ureter which was of a size 
hardly larger than an ordinary parlor match The upper pelvic 
outlet was kinked and somewhat doubled up on itself Though 
the case was not very promising on account of old fibrous changes 
and the narrowness of the ureter we made the flap plastic The 



Fig 677 — Case II B fid pelvis moderate d stent on of pel ns exceed 
>ngly narrow ureter Some stricture of pj clo-urcteral junction kinked 
course of upper branch of pelvis Y haped inc sion indicated bj dotted line 

patient left the hospital four weeks after the operation with the 
wound healed up to a superficial area She was free from pain 
I am informed that later on from time to time the patient had 
pains from which she was relieved by morphin In March 1920 
she was operated upon for ruptured ectopic gestation and died 
This case had not appeared v ery suitable for the flap operation 
but the kidney was large and looked healthy and we did not 
want to sacrifice it without trying a plastic 

Case m — A girl of seven years entered the hospital on 
June 17 1919 She was brought in as an emergenev case 
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suffering severely from pain m the left kidney region The 
temperature was 99| F There was pus in the unne micro 
scopicaliy though it appeared not markedly turbid A large 
tumor three times the size of a man s fist in the kidney region 
was easily felt The diagnosis was acute uronephrosis Opera 
tion took place on that same da> The on gin of the ureter was 
agam — as in the first repotted case — forming a sharp S shaped 
curve This was straightened out by freeing the ureter and a 
flap plastic was done The temperature remained elevated for 



F g 678 — C e HI Hytf n phro nglofsvnjas ctu 
f pp rm t p t f uret r » th k nk h Id firmly £ n t pci by fib 
band 

three weeks at tunes reaching 102 F The wound needed much 
irrigating and care but the patient left the hospital in good 
condition with the wound practically healed on July 14th four 
weeks after the operation A report from the patient s father 
received in November 1922 declares that the girl is in good 
health Only when she catches cold does she have some pain 
in the kidneys Before the operation she used to get a spell 
every ei e h.t or ten days 

The essential points of the method used m these cases are 
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First that the mucosa is not sutured but brought into exact 
apposition This reduces the danger of formation of concre 
tions Second at the junction of the pelvis with the ureter the 
parts are in linear approximation In the Fenger operation, 



Fig 6i9 — Case III Kink in ureter freed Y shaped incision indicated 

which follows the p>loroplast> principle the parts have a great 
tendency to puckering and to separation after the catgut has 
given avvaj Unless however the two ends of the linear incision 
remain in good apposition there occurs a fistula with irregular 
wound healing Third and more important the slack and fold 



Fg 680 — Case III Pelvis flap p lied do n to lo er end of spit ureter 
Slack of outer wound edge taken up at upper angles 

which is unavoidabl} produced bj sliding the flap downward to- 
the end of the slit in the ureter is taken care of at the upper end 
of the pelvic incisions and the ureteropelvic junction does 
neither become kinked nor puckered 
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Cases I and III were closel) related in their anatomic pathol 
og> * e in the stnctured and sharply kinked ureteral opening 
Both were combined with a certain degree of infection the first 
one showing a large deposit of pus in the unne the second having 
considerable rise of temperature Ne\ ertheless both are now in 
good health six and a half and three and a half > ears after th< 
operation It is therefore permissible to trj con er\ati\e 
measures in h>dronephrosis e\en m the face of a moderate 
infection provided thi infection has not brought on marked 
and lastmg anatomic changes 



CASE REPORTS INTRODUCTORY REMARK 


In the following pages we report a number of clinical cases 
in which the history has often been shortened to a\oid bulk In 
most of these the onl} reason for their presentation is one or two 
interesting or unusual features We maj have dwelled longer 
than necessary upon some points which seemed instructive 
I am afraid the selection of the material — which represents 
simpl} a few lucky results — betray s perhaps too large a measure 
of enthusiasm But a surgeon needs some of this to help him 
over the dark da>s which come from time to time to ever} one 
of us 

All the reported cases were treated at St Joseph s Hospital 
The sketches were practicall} all made by the writer directl} 
after the operation or after exammation The} are therefore 
ver} primitive m appearance The gorgeously beautiful and 
elaborate pictures lavishly proffered in our present day journals 
are of course a fine feature when they are not used to cover up a 
meagerness in other respects They are however not absolutely 
necessar} in man} instances and should not come to be con 
sidered a necessit} 

A CASE OF SO-CALLED CRYPTOGENETIC SEPSIS 
A patient w as brought to me as a cryptogenetic sepsis w ith 
the severest chills I have ever observed and with temperatures 
of over 106 F I shall report the case as it unrolled itself before 
us Though this experience dates back ten }cars it seemed of 
enough interest to report it here 

It w as a man w hose previous histor} w as v er} good He w as 
of robust build and of good state of nutntion though somewhat 
pale He had never been sick until one evening (Januar} 24th) 
he was taken with a chill lastmg about twcntv minutes The 
temperature was not taken In the night of Januar} 2oth he 
had another severe chill There was no pain anywhere On 
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January 27th the fever was measured for the first time It 
ranged from 101 4 F in the forenoon to 10? 6 F in the after 
noon On January ?8th and 29th he again had a chill each dav 
but his temperature was not taken except in the mornings 
before the chills w hen it w as nearly normal For three ucce sive 
days he was then free from fever and chills On February 2d 
he experienced a tremendous chill and the temperature shot up to 
105 6 F The patient was then hurried to St Paul where he 
arrived in the hospital at 2 v m on February id His tempera 
ture was then normal but within on hour a formidable chill 



I g 681 — Sk tch made Febru y i 1913 F» d g b t 1 exami 
t o Re gio bch nd prostate on r ght s de t nde th gh not ry 

A ti t ly It more gl b Ur than on 1 ft d alo mo b lk> though 
en th 1 ft des tm athe bull er th n no rrully 

overtook him and the temperature rose to 106 4 F (per rectum) 
Pulse 144 The patient vomited Our examination revealed 
very little There in 1 , a trace of jaundice The abdomen was 
somewhat large but the patient declared it was normally so 
The region of the gall bladder was a little tender though not 
distinctly Much as we tned to get some due the patient 
remembered notfung abnormal about himself On questioning 
he thought he had had about three weeks previously a slight 
secretion from the urethra for a few davs harmless however 
in appearance and symptoms The patient a verv traight 
forward man and anxious to help u as he felt the imminent 




Fjg 682 — \cnous pic uses in male pelvi arrange l from *< v cr il tr it I e» 
on anatomy to show the location of the tl roml si \\ liT li I In Unite 1 | y 
the black marking in the \csic pro tatic nml tl c w min tl 1 1 xu 


We examined per rectum I\u> nllitr pli>nl< limn Imil hi pi 
tnc rectal findings It second lmutvir llml l>ml of tin 
pro tatc ashich as as of dioul nornml rl/» lln iijlun of tin 
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seminal \esides was a little bulkier than normal especially on 
the right side These findings were not so that one could be 
entirely positive but I made a note of the fact that on palpation 
there was some tenderness on the right side behind the prostate 
m that somewhat rounded area which I took to be a thickening 
in the posterior part of the periprostatic plexus 

As the condition was apparently a very critical one and as 
the patient was anxious to have anything tned I opened his 
abdomen on the following morning (February 4th) for further 
investigation and in the hope of finding some definite pathology 
It was of course evident from the chills and the temperature 
that we were dcalin„ with a thrombophlebitic sepsis 

A median incision allowed us to investigate the pelvis but 
I had hoped to find at least ome fibrinous deposit at the site of 
the supposed subpentoneal infection Nothing however could 
be seen The region of the nght seminal v esicle seemed a little 
bulkier than the left We decided — especially on account of 
the pain which had been noticed at the rectal examination — 
to ligate the internal iliac (hypogastric) vein Some experience 
in surgical treatment of thrombophlebitic puerperal sepsis made 
us decide upon this procedure The \em was ligated near Us 
entrance into the common iliac No thrombosis could be 
palpated along the distal portion of the vein The upper 
abdomen was now explored The gall bladder was tense and a 
small stone could be felt Through a 2 inch incision upon the 
inserted fingers the gall bladder was pulled out the stone removed 
and a dram fastened into it water tight 

Right after the operation the patient was in very good con 
dition For a whole week the temperature (rectal) ranged 
between 98 and 101 T No dull or any unfav orable symptoms 
We were satisfied that the apparent cryptogenetic sepsis had 
originated from the peripheral portions of the internal ihac vein 
or more specifically from the prostatic or seminal plexus on the 
tight side We figured that we had a prostatic infection of some 
kind of which the previous urethral discharge w as an indication 
and that an extensive septic thrombosis in the periprostatic 
plexus had occurred with repeated discharge of septic material 



CASE OF SO CALLED CRYPTOGEXETIC SEPSIS 1453 


into the general circulation as demonstrated b> the chills We 
explained to the patient that \\e were not entirel} safe against 
renewed chills as there was danger of progressive thrombosis 
over to the other side or backward toward the hemorrhoidal 
plexus The possibility of having to ligate on the other side was 
mentioned Sure enough after seven and a half dajs on the 
evening of February 11th a chill came on The patient v omited 
twice ind the temperature shot up to l(b s F Another chill 
occurred on Tcbruaiy 13th and agam on the following dav each 
time with high temperature and vomiting February lath 
passed without a chill though the temperature rose to 104 V 
On the next da> it onl> went to 102° F All this time while 
preparing autogenous vaccine from blood cultures we hoped 
for a localization of the process 

Finall} onFebruar} 18th a distinct thickening was felt m 
the posterior prostatic region Urination became painful A 
perineal incision earned well upward and backward yielded 
20 to 30 c c of cream> pus On February 26th the patient left 
the hospital feeling well We saw him agam two >ears later 
he was the picture of health and had been well ev er since leaving 
the hospital with the exception of an attack of pain m the gall 
bladder area lasting one da> 

No doubt the ligation of the mtemal iliac v ein had checked 
the thrombophlebite sepsis long enough for the formation of an 
abscess of discoverable size 

The m eagerness of the local symptoms as compared with the 
severe general septic picture gives the case its diagnostic mterest 
Would a primary perineal approach have been better? Would 
the patient have stood the mechanical trauma of such an ap 
proach? Would the danger of dislodging septic thrombi not 
have been too great? The pathology onlv gradually revealed 
itself But it became clear finall} as the case progressed with 
the exception of the original cause which remamed a mvsterv 
until about six w eeks after the discharge of the patient his wife 
Mas brought to the hospital in a senous septic condition 

Three weeks after our patient had gone home she started 
with severe pain in the lower abdomen marked tenderness on 
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palpation a temperature ranging from 100 to 102 r headache 
chill} feeling and intense pain at defecation and urination 
She had been married eighteen years had neither children nor 
miscarriages Tour months after mam age she had an attack 
similar to the present It had kept her in bed six months 
Since then she had had attacks at different times A profuse 
leukorrhea dates back to the first attack The husband now 
only remembers (0 having had a gonorrhea before marriage A 
py osalpinx with foul smelling pus w as at the bottom of this 
Thus after eighteen years the wife paid her diplococcic infection 
back in the currency of a secondary pyogenic mixture 

DIVERTICULITIS OF SIGMOID DISCHARGING CONCRETIONS INTO 
URINARY BLADDER 

All s h. McG fifty one years old ga\e the following hi tory 
on December 15 1921 Six years ago she had a fe\er fox two 
weeks which had been declared to be typhoid Since one year 
she passes stones with the unne Sometimes a soft mas comes 
When this soft material does not appear for two or three weeks 
then stones come She showed us a paper box full of stones 
of irregular shape and of the average size of cherry stones 
Some other:* were 2 cm long and 6 or 7 mm in diameter They 
were not very hard and could be broken with moderate force by 
the hn„ers The onset of this condition a year ago was acute 
the paiient was m great agony for four days Then a stone 
wa passed and with this she was better Such stones were 
pa ed on an average of one a month Sometimes she pa ses 
two stones in one attack On December 15th she passed the 
la t one 

The examination in the office yielded no positne findin^ 
Che t and abdomen negative except ome moderate tenderne S 
on pressure low down m the abdomen Virgo mtacta Hymen 
very narrow urethra somewhat dilated In front of the uterus 
a rather indistinct re istance i felt Washing of the bladder 
yielded brownish smeary material which smelled fecal Cysto- 
scopically we found above the nght ureteral opening a dark hole 
partly covered by a little knob like a sentinel pile The mucosa 
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Fig 683 — Palpatory findings before operat on The \ ague th ckemng 
in f ont of the uterus is on the left side of the median 1 ne while the opening 
in the bladder as above the right ureteral orifice and the fistulous tract ran 
into the left s de of the rectos gmoid The diverticulum must have laid 
across the gut ith its distal end near the r ght side of the bladder Later 
inflammation and shrinking probabl> pulled th portion of the bladder over 
to the left 



Fi 684 — Hole in the bladder w th ureteral catheter inserted A knob of 
tissue partly covers the open ng 
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covering of the epiglottis was remo\cd with the mass The 
adjoining muscular tissue was widelv excised with the tumor 
though there was no vi lble or palpable infiltration to any marked 
degree The tumor bed after its removal showed normal 
looking glossal musculature everywhere The lingual arter\ 
had been tied the steps of the operation w ere performed slowly 
alwa> being careful to be in control of the bleeding The 
tumor bed was sutured with chromic gut and the digastric tendon 
reunited The lower part of the anterior pillar of the tonsil was 
united with the tongue latcnlh and in front of the epiglottis 
Silkworm united the km after the wound had been swabbed 
with 2 per cent nitrate of silver A gauze dram soaked in 
tincture of benzoin was m erted 

The primary tumor ga\e the same microscopic picture as the 
glands had shown This pnmarv tumor was somewhat pedun 
culdted and the base was surpn ingly free There was no out 
spoken infiltration of the muscles at the base of the tumor to be 
found when the specimen was examined The fact however 
that the tumor sprang from the navicula where the lymphatic 
rete is verv nch explains wh\ the glands were so much affected 
from a still rather slightl> ad\ anccd primary grow th 

Before the wound had been closed aO milligrams of radium 
wen inserted into the musculature of the tongue in front and 
above the h>oid bone Close watch was kept for possible 
symptoms of edema of the glottis The radium was remo\ ed 
after tw enty se\ en hours The foot of the bed remained elevated 
for a week and the patient had to he with his head con tantly 
low and turned face downward The feeding was a difficult 
problem He received principally Bulgarian sour milk which 
he had to drink with the head low and under close watch A 
slight Trendelenburg position was constantly maintained as 
pneumonia b\ aspiration was now the greatest danger Onh 
after the patient had become more able to clear his throat was 
the position ch inged for part of the tune There was of cour e 
much leaking of secretion saliva and food through the wound 
The radium surelv did its share m hindering wound healrn 
but this had to be accepted in the bargain The middle portion 
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corresponding to the lodge of the submaxillar} gland remained 
open and an annoying fistulous opening persisted w ith atrophic 
cicatricial walls Radium in large doses was again applied 
as it did not seem proper to vield m am w a> in the big issue 
for the sake of saving the tissues around the fistulous opening 
Thus its edges graduall} retracted more and became thinner 
more cicatrized and harder as time progressed The patient 
left the hospital on Julj 6th In September a slough was 
remoxed from the area of the gemo muscles where the radium 
had been inserted at the time of operation W e made the note 
that this slough looks more like a radium necrosis of normal 
tissue than neoplastic tissue though the general rigidity of the 
wall of the containing cavity was considered suspicious The 
incisor teeth can be separated 2 cm The tongue could be 
moxed prettx well and could be protruded 3 cm beyond the 
incisors As the right hypoglossus and lingual nerxes were 
resected when the tumor was remoxed the nght side of the 
tongue was paralyzed and its sensibility greatlx reduced By 
Nox ember he had gamed 15 pounds Up to that time he had 
been obliged to eat while lying on the left side The epiglottis 
was fixed by the scar formations The large hole on the nght 
side gaxe a disagreeably free exit for the liquid and semihquid 
food x\ hich xx as the only land he w as able to sw alloxx How ex er 
since the beginning of No ember he xx as able to eat w hile sitting 
up Entenng of the food into the larynx xx as not any longer as 
common as prexaouslx Since October 11th the unusually 
courageous and energetic patient had gone back to his office to 
xxork Bx January the fibtulous opemng had reached the size 
of a half dollar The patient could close it somewhat xxhile 
eating by forcible tilting of the head to the nght side In one 
wax xx e were benefited bx the opemng ma much as it alloxx ed 
us to inspect the xerx area of the tumor bed Tor this reason 
xx e xx ere not m a great hurry to clo e it The epiglottis and the 
adjoining portion of the tongue lax freely exposed in the gap 
The epiglotti xxas draxxn to the nght, almost directly to the 
xxound The pre entmg area of the tongue had a scarred firm 
aspect There w as no sign anxax here of a recurrence 
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After a futile attempt in January 1921 to do e or at least 
to reduce the opening a flap was formed of the shm over the 
stemomastoid reaching into the jugulum where the nearest 
healthy shm was available (March 28th) It was tran planted 
m several steps It took but the union with the upper anterior 
border of the defect failed leaving a small opening This had 
to be dosed at a later ession b> a visor shaped plastic in which 
the health} transplanted shin was undermined but was left 
attached on both ides laterally and m front Three cm below 
the horizontal sbt like fistulous opening a parallel incision was 
now made the undermined \isor shaped doublj pedunculated 
area was then sutured to the well fre hened border of the fi tula 
Thus we finall} had a firm closure of the very large gap in an 
entirely cicatricial and atrophic ti sue At present (April 1923) 
the floor of the mouth on the right side 1 only of the thickness 
of the skin The head is now held straight the neck has hm 
bered up considerably and it is remarkable how the tongue 1 
free and even the epiglottis has again a more median position 
Speech and swallowin 0 hare gTeatly improved even during the 
last year proving how these parts can rearrange themselves 
ind how scars limber up by constant eager use The operation 
was m June 1920 up to thx time there are no signs of recur 
rence The general condition and appearance are good 

CARCINOMA OF TONGUE AND TONSILLAR LODGE RESECTION 

On March 21 1921 Mr A G B farmer sixty two years 
old came to the office with the following history Sn -years 
previous:!} he began to notice a soreness of the tongue From 
hi description it seems to have been a harmless little marginal 
ulcer which healed on cauterizing with nitrate of silver Then 
after feeling well for three years he received a kick from a cow 
on the left side of fas jaw Pain started under the left border 
of the tongue At the same time he had pain m his car The 
condition never improved In July 1920 the area was burnt 
twice with electricity and m September— we are told raw 
carbolic acid was applied three time at weekly mterv als There 
exists now severe pain in the left ear On the left side of the 
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upper jaw w e first notice a round mass the size of a cherrj w hich 
the x ra> shows to be an enc\sted molar The left part of the 



Fig 689 



Fig 690 

tongue near the palatoglossal fold is thick hard and parti} 
eroded The mass has the size of a walnut This hardness 
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goes over to the tonsillar lodge the low er half of w hich is mv aded 
b> the growth 

On March 23 1921 a block dis ection of the neck glands was 
made Both submaxillar} salivary glands were removed with 
the rest The microscope could not detect any involvement of 
the lymph glands 

On April 5th the mam tumor w as removed In cth er narco is 
the lower lip was divided in the median line and the incision 
continued down over the chin to the hyoid bone Two holes 
were drilled into the lower jaw one near the nudhne the other 
about 1 inch to the left The outer left incisor was extracted 
and the jaw divided with the Gigli saw In another almost 
identical case difficulty had been experienced later on in keeping 
the two halve of the mandible in good and firm apposition 
During the sawing with the wire we therefore changed the 
direction several times m order to avoid slipping of the fragments 
later on After spreading of the jaw widely apart we tned to 
m ert an intubation cannula on the top of which a short piece of a 
metal tube had been soldered for fastening a rubber tube about 
a foot long In larger operations far back m the mouth this 
had given us great comfort A sea sponge was usually placed 
into the pharynx and bleeding could not interfere with the 
respiration However m the present case we were not able to 
introduce the tube apparently on account of the ngidity of the 
1 thmus faucium where our tumor was situated Still I thought 
we would get aIon„ without a tracheotomy but constant watch 
had to be kept on any bleeding The tongue was separated 
from the left half of the jaw by dividing the mucosa along the 
floor of the mouth Especially after cutting the region of the 
frenulum the tongue can be pulled far out and over to the 
opposite side As both (nght and left) gewo mu cles remained 
attached to the nght half of the jaw we were safe against a later 
falling back of the tongue and the parts were well exposed 
Keepm 0 about an inch from the neoplasm the tongue was 
resected step by step The ton<me and the tonsillar lodge 
running upward along the outer side of the paiato lossus 
muscle were removed m one piece The palate and adjoining 
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pharynx thus resected the wound was quite wide (Fig 690) 
but most of it could readily be brought together b\ suturing 
The ascending palatine arten was the onl} \ es=el that bled 
after a clamp shpped There was no marked dy spnea at any 
time The condition at the end of the operation w as fair 

The laboratory report was Carcmoma simplex of \ery 
cellular ty*pe The tumor had been of rather slow growth and 
was only slightly ulcerated It formed a rounded tumor These 
cases are known to give a better prognosis than those with early 
extensive ulcerations 

Two and a half days after this operation (April 7th) our 
patient was unlucky enough to develop a strangulated femoral 
hernia due to much coughing though he had been kept con 
stantly face down m slight Trendelenburg position The hemia 
was operated upon m local anesthesia The remainder of the 
postoperative course did not present anything of particular 
interest On Apnl 18th 50 milligrams of radium were placed 
into the tumor bed It was left in for forty eight hours which 
gave him 2400 milligram hours at the very spot where we 
needed it Some fear was of course felt as to a possible late 
arrosion of a larger vessel by a radium slough when the patient 
would be out of reach but the patient had to be discharged on 
Apnl 21st He was in reasonably good condition but had 
considerable pam — undoubtedly from the radium In Septem 
ber we injected 9o per cent alcohol into the third branch of the 
left trifacial nerve at the foramen ovale In Apnl 1922 a year 
after the operation he stated that he never felt better in his 
life than nght then He had gamed 15 pounds since the opera 
tion His main trouble had been the difiicultv m opening the 
mouth but this was gradually improving He could then 
separate the jaw s l£ cm About four months after the operation 
1 small sequestrum came awav from the line of dnidision of the 
jaw On March 2 1923 he came to the office upon our request 
He had gained 35 pounds smee the operation weighing then 
170 pounds His speech is not very distinct The teeth of the 
lower jaw can be eparated from the toothless upper jaw for 1 
distance of 2 cm 
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The teeth on the left side fit perfectly with those of the 
upper jaw ho\\e\er on the nght side the lower teeth close 
entirel} to the inner side of the upper ones The food is taken 
m soft form but the patient is satisfied The stump of the 
tongue cannot be protruded beyond the teeth but is moving 
painlessly within its narrow hnuts About halt of the tongue 
seems gone No signs of any recurrence so far 

It is of cour&e too earl} to speak of a cure but we are now 
glad w e applied such a fierce dose of radium nght in the start 
when there was most danger of dissemination Protracted 
gentle radium treatment has never impres ed us as being as 
effectn e except perhaps in skin cancers and in non malignant 
conditions 

ACCIDENTAL COMPLETE EXCISION OF THE HEPATIC DUCT 
The frequency of gall bladder surgerj and the trend to more 
active radical removal of the gallbladder m severe forms of 
choice} stitis brought forth reports of most unpleasant injunes 
of the bile ducts In the case to be reported the whole of the 
hepatic duct up to its division into the two (nght and left) 
branches w as accidentally removed m excision of the gall bladder 
The case 1 as follows 

Mis 1 M sixth nine } ears old was admitted to St Jo eph 
Hospital on October 10 1921 She had been suffering from sharp 

pain in the gall bladder area for four dajs The pain never let 
up during this time Her previous hi tory gave no further 
information she had alwavs been well except during the meno 
pause Her general condition was good for her age The liver 
dullness reached to the navel line and the area corresponding 
to the gall bladder was exquisitel} tender to touch 

On October 13th a cholec>steclom} was performed under 
local anesthesia with a little ether (3 ounces) dunng the deep 
work The gallbladder was firml} adherent to the colon and 
part ot the duodenum It was tense and hard The base of 
the gall bladder and the c>stic duct were greatl} thickened and 
inflamed and bled rendit} and contmuou ly The cjstic duct 
was we thought made out it was tied with formalized catgut 
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and cut On removing the gall bladder from wathm outward 
a cord about the size of a large cjstic arter> was tied The 



Fig 691 — A catheter is inserted into the left hepat c duct and through 
the common duct nto the duodenum It is fastened to the cystic artery 
the only reliable fixed point to be found 



Fig 692 — The common duct is approx mated to li\er The stump of 
the hepat c luct not being found the common du£t is s mply b ought up to 
the point of emergence of the catheter 


gill bladder was removed without being opened Some smaller 
vessels were tied the h\er bed was not sutured but a rubber 



ARNOLD SCHWYZER 


T468 

tube and a collapsible rubber dram were placed in the sulcus 
and the wound closed We w ere uneasy and feared some trouble 
with the ducts 'While the assistants fini hed closing the wound 
we started examining the removed gall bladder It w as greatly 
thickened and contamed a stone of the sue of a plum The 
interior of the sac was necrotic stained green The cystic duct 
greatly thickened ended free which caused v sigh of relief 
But alas' on closer examination a channel 1} inches long was 
found underneath and parallel with the cy tic duct and inti 
mately glued to it I his channel became rather wider toward 
the upper end where one could see that it was cut off just at the 
beginning of a bifurcation A frozen section showed epithelial 
lining 

We hoped that we had only removed an abnormal nght 
hepatic duct which perhaps joined the left hepatic abnormallv 
low down In the dictation b i\en at the time I said The 
patient with her sixtv rune veaTs would not stand an immediate 
reopening of the wound and we feci that we should first watch 
what happens before going in a"ain In this way the very 
acute infection may subside a little and we can find out it we 
reall) have rcmoi ed part of the common hepatic or only the 
nght hepatic duct We decided then and there that if con 
ditions permitted we would wait six days for the eventual 
reopening of the w ound By that tune the patient is general)} 
prettv well over the ether and operative shock and still the 
wound can be opened readily without much force or bleeding 
In our ca c we hoped to still find the h c atures of catgut as 
landmark s 

lour days after the operation October 17th the wound 
started to discharge bile profusely Pulse and temperature were 
good the firmer ranged between 68 and 80 

On October VHh six days alter the eboVecvstectomv we 
reopened the wound with no difficulties The wound showed 
very good healing Four ounces of ether were u ed during this 
operation which lasted one hour and ten minutes Too much 
emphasis cannot be put upon a proper use of the anesthetic 
Most of the operation wa done with hardlv anv ether Our 
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anesthetist Miss Gronvold knows how to get along with the 
smallest possible dose with the help of cheerful encouragement 
The wound had to be enlarged 1 inch upward and the same 
downward The right lobe of the lrver was lifted out and fresh 
adhesions divided Gradually we gamed a Mew of the parts 
after sufficient time had been gi\en the oozmg to stop A 
stump was found with a ligature around it, from its location 
this might ha\e been the tied off hepatic duct However on 
untying the ligature and trying for an opening blood came in 
spurts It was the cystic artery and was tied agam This 
stump was located far up directly at the posterior end of the 
raw liver surface In an area of granular and apparently some 
what tom liver tissue which corresponded to about the innermost 
portion of the gall bladder bed we noticed oozmg of bile and 
succeeded m running a sound — a thick uterme probe — into what 
w e considered the left hepatic duct We knew from the specimen 
that the hepatic duct had been divided at the pomt of division 
mto the nght and left hepatic branches A small catheter 
(No 14) cut on a slant so as to have a soft pointed end, was 
then inserted into this left hepatic duct for 2 inches and sewed 
with forty day chromic catgut to the stump of the cystic artery 
as there were no other firm tissues to get a good hold on The 
wall of the duct could not be found by the searching needle 
It had surel) been divided at a pomt within the liv er as it was 
pulled forw ard with the gall bladder The stump of the artery 
with its firm tissue and itself barely alive on account of the 
ligation was a most welcome fixed pomt which would not 
readily dissolve the catgut We then found the cut end of the 
common duct embedded m plastic fibnnous material behind 
the upper border of the duodenum The catgut ligature greatly 
helped us in finding it The ligature w as untied some colorless 
fluid escaped The probe would only enter downward We 
dilated the papilla of Vater and pushed the catheter which 
measured about 4 inches from Us fixation to the cystic artery 
through the choledochus mto the duodenum The cut end of 
the duct was brought up to the point where the catheter emerged 
from the liver and fastened again with fortv day catgut There 
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had not been time for an\ swr formation and the tissues could 
be approximated without am traction This was surelj due 
to carl} intervention The catgut which brought the common 
duct up grasped onlv the liver ti sue in the immediate neighbor 
hood of the emerging catheter but this seemed sufficient as the 
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i to du de um st II plac ( va tlv g JH>) aft on >-e r a d h 
m ths 

part were Ijmg m free and easj apposition Soft rubber drains 
were in erted into the neighborhood of the anastomosis leaving 
an interval of an inch One rubber tube was introduced 
Closure of abdominal walls 

For two dajs after the operation the pul e was verj high 
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but it came down with digitalis The temperature remained 
normal with exception of a short spell (with a chill) which lasted 
onl> a few hours On No\ ember 14th (twent} six days after 
the second operation) the patient was discharged from the 
hospital in good condition for two da>s the feces had been 
colored and the discharge of bile from the w ound had decreased 
It stopped entire!} promptly after that and our patient lm 
proved steadilv 

x Raj pictures which were taken at different times show the 
tube to be still in place It is in exactly the same position now 
(Apnl 10 1923) and has the same curve as at the time of the 
first x ra> examination soon after the operation (Tig 693) 

Note — The luck} outcome appeared to be due to earlv 
recognition of the damage done before cicatricial changes had 
time to take place The common duct was readil> brought up 
to the liver and the parts reposed m good apposition without an> 
tension Perhaps the anchoring of the rubber tube to the 
cjstic arterj gave an extra firm fixation At no time has the 
patient complained of pain there is no jaundice and with her 
seventy one >ears she does the cooking and baking for the 
famil} All last summer she took care of a large garden daity 
carrying pails of water Why does the tube not come aw av ? 
Perhaps the fixation with fort} da> chromic gut to the arterv 
stump kept it long enough in place to cause some incrustations? 
The x ra> does not giv e an> such shadow though the tube is 
\er> sharpl} outlined The mtraduodenal portion has exactl} 
the same densit} as the mtrahepatic What is going to happen? 
As long as the patient is feelmg well and has no jaundice we 
may well be satisfied The longer the tube is in place the 
more we are sure of good epithehalization and the less do we 
have to fear a final stricture 

A COMPLICATED CASE OF NEPHROLITHIASIS 

Mr J W fortv five vears old came to see us nine }ears 
ago for severe pam in his left kidnev region stranguria and 
turbid unne On November 4 1913 a c>sto cop> was made 
and the left ureteral opening was found inflamed Cathetenza 
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tion of this ureter yielded pus Mjcroscopicall) pus cells and 
cocci were seen no tubercle bacilli The general appearance of 
the patient was good He was strong and flesh} 

On the following da> the left kidne> w as laid bare There 
was marked perinephritis An abscess was found in the upper 
pole which was opened The inserted finger felt a number of 
stones Since there was no normal kidnej tissue present the 
organ was removed It had been reduced to a iunctionless sac 
containing man} stones the larges* of them measuring 2 5 inches 
in length and $ inch in diameter Is o\ ember 8th the bladder 
was irrigated Unne clear no odor The course was then 
smooth until November 22d when the temperature rose sud 
deni} to 105 F severe pain m the right side occurred and no 
unne was passed for eighteen hours Hot packs eemed to 
relieve the condition In the following twent} four hours 76 
ounces were secreted and the patient felt better On Isovem 
ber 24th he grew worse agam the temperature rising again to 
103 F The secretion of unne stopped and there was no unne 
passed from 9 a m until 11 a m the following da\ x Ra> 
plates gave no information The abdomen was large and firm 
W e then cathetenzed the nght ureter and found an obstruction 
3 inches from the ureteral opening and decided to operate without 
dela> An extrapentoneal incision was made in the right side 
wath its midpoint inside the antenor superior iliac spine Two 
small stones were removed from the ureter There was a gush 
of urine from abo\e with some flakes of pus The ureter was 
now free up and down A small constriction at the point where 
the stones were seated was dilated and nicked I\o suture of 
the ureter soft rubber drams to points 1 1 inches below and above 
the ureter wound On December ith we made the note 
Wound practicall} closed On December 16th the patient 
was discharged The ureteral meatus looked normal and the 
unne was acid though not entirel} clear 

On Januarj 16th our patient was readmitted to the hospital 
He had had no trouble to peak of since leaving the hospital 
though small particles of carbonates and phosphates had come 
away The unne had been kept acid by large doses of benzoic 
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acid and urotropm On January 15th at 11 P M he had rather 
severe pain in the right kidne> region He had urinated just 
before Then at 5 A m he passed 2 ounces none since He 
returned at once to the hospital in the morning of January 16 th 
At noon on January 16th 3 ounces of concentrated urine were 
reco\ered b\ catheter The ureter was permeable The 
trouble seemed located in the kidney pelvis Vomiting occurred 
repeatedl} that daj and m the following night The tempera 
ture rose to 102 F on the following morning I found no 
record of x ra> examination at that time Blocking of the onl} 
kidne} left unrelie\ed for an> length of time could not be 
allowed We thus had to cut down upon the remaining right 
kidne} (Januar} 17th) It was as one would expect quite 
large The finger detected in the pelvis a sharp hard object 
Through a small incision mto the pelvis a stone 2 cm long and 
1 cm wide was remo\ed A gush of purulent fluid followed 
The pelvis was further explored with a probe and found free of 
stones The ureter allowed a ureteral catheter to be passed 
freel} down mto the bladder No suture of pelvis Four soft 
rubber drams were inserted toward but not directl} to the 
pelvic opening The patient was comfortable immediatel} 
afterward At first the unne came through the wound but on 
Januar} 20th note was made that all the urine went mto the 
bladder The temperature had promptl} come down to normal 
and as the patient was feeling quite well and extremel} anxious 
to go home he was allowed to be up on Janurary oOth and 
discharged from the hospital on February 2d 

Three weeks later he consented to be demonstrated before 
the Ramsev Count} Medical Society He was proud to show 
the three long scars which on his fleshy abdomen had almost 
girdled him and he declared he felt well But at 9 P M on the 
following evening (Februar} 25th) he began to feel uneas> A 
slight pain in the right kidne> region graduall} increased to great 
seventv at 2 or 3 a u He vomited ten or twelve times before 
morning There w as no urme passed since 3 pm The patient 
who had a good deal of experience b> that time declared ‘the 
pain is in the right kidnev The temperature was 100 8 F , 
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pulse 96 when he was again brought to the hospital at 8 A ir 
on Tebruar> 26th In the afternoon the temperature went to 
101 6 F Directly after his arrival at the hospital he was 
cjstoscoped Some little pus flakes were seen in the bladder 
and in the right ureteral opening The ureteral catheter could 
onl> be inserted 2 inches There was complete retention 
After the catheterization the patient was asked about the pam 
in the right iliac region He now stated that he had pam in this 
region different from the pam earlier in the attack w hen it had 
been located m the right kidnej The patient could be kept 
comfortable with morphin and the general condition was good 
Therefore we waited a little while longer for further develop 
ments the most likely condition being a stone w hich had trav eled 
down the ureter m thi short time We reasoned that if it had 
traveled so rapid 1> it might promptly progress further Not 
withstanding the wonderful fortitude of our patient we were of 
course reluctant to reoperate if there was anv chance to avoid 
it On the same evenmg (February 26th) the n e ht lumbar 
region presented a marked bulging and the integuments appeared 
infiltrated so that it became necessar> to incise and this was 
done earl} next momuig An incision was made at the site of 
the pjelotom} scar The fat la>er was di trnctl} succulent 
and the tissues were edematous Below the superficial la>er 
friable hemorrhagic tissue was noticed and on exploration with 
the finger much blood) fluid of urinous odor appeared Neither 
the touch nor the e> e could detect in what la)cr we w ere but the 
smooth surface and funnel shaped walls in the depth made us 
think that we were within a hjdronepbrotic kidnev Some ide 
pockets parti} (as we thought) in and parti) outside the kidney 
were stretched open Catheterization of the ureter was at 
tempted but was not successful Two medium sized urethral 
catheters were left for drainage in the depth of the funnel shaped 
cavat) It must be added that just previous to the operation 
the patient had passed 6 ounces of saturated unne normalh 
Fhe patient had a good night following the operation No 
morphin was peeded The next morning (Februar) 28th) 10 
ounces of b!obd> unne were passed per urethram though the 
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dressing* were of course saturated with urine The course 
from then on was surprisingly smooth On March 20th a 
cystoscopy was done The blidder showed hemorrhagic areas 
the ureteral openings looked normal On A I arch 27 th he was 
discharged with the wound nearly healed The unne had 
cleared up considerably Large doses of foha u\ re ursi tea were 
administered and the unne flowed freely Thirty six ounces 
were recorded as passed during the night before he left the 
hospital 

Since then our patient has been in what might be termed 
\ ery good health I saw him often for \ ears ifterw ard w orbing 
as switchman for the street car company at a busy corner He 
was given a rather light job but had to be on his feet for many 
hours 

On March 12 1923 I happened to see this patient b\ acci 
dent He declared that he felt ‘ first rate ’ He has no pain 
except that he feels better if he wears a belt for support as his 
weight is about 200 pounds He w orbs ev ery day does the hard 
work of a packer in a wholesale dry goods house and is the 
picture of health The urine is 1028 of dark y ellow color con 
tarns a small trace of albumin (just noticeable) No sugar 
No trace of turbidity 

To recapitulate 

1 Left sided nephrectomy for stones pus and complete 
sclerosis 

2 Three weeks later Right sided ureterotomy for stones and 
suppression of urine 

3 Seven and a half weeks later Right sided py elotomy for 
stone with suppression of unne 

4 Slx weeks later Urinary phlegmon m right kidnev 
region 



